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OME historic perspective is essential to an 
understanding of the present enthusiasm 
of ophthalmic surgeons in regard to 

glaucoma and the voluminous literature of the 
subject. No ophthalmic topic is more important 
and perplexing, and none lends itself more readily 
to argument. Wide diversity of opinion must 
exist so long as several different types of eye 
disease are included under one name, the etiology 
of certain types unknown, and many surgical 
procedures effective in selected cases and _ in- 
effective in others. Indeed, some phases of the 
glaucoma problem seem as far from solution to- 
day as in the remote past. 

The word glaucoma (glaukos, sea-green) dates 
back to antiquity. It describes the discolored 
and dilated pupil in eyes with abnormally high 
tension, and in certain other eyes as well. The 
term was applied to a number of conditions and 
not until 1656 was cataract differentiated from 
glaucoma as an opacity of the crystalline lens. 
Increased intra-ocular tension was recognized by 
Platner in 1745, but its significance was not un- 
derstood until Mackenzie in 1830 established the 
invariable association of undue hardness of the 
eyeball with the clinical signs of the inflammatory 
type of glaucoma. Before the invention of the 
ophthalmoscope (1851) the inflammatory type 
alone was recognized. The study of the eye- 
grounds made possible by this instrument quickly 
resulted in the recognition of a non-inflammatory 
type of glaucoma in which the effects of hyper- 
tension are slowly produced and sufficient ad- 


justment made to this increase of tension to 
obviate an inflammatory reaction. In 1853 
Jacobson observed the optic disc in glaucoma and 
mistook the depression for an elevation. Von 
Graefe (1) in the following year fell into the same 
error but quickly discovered the mistake and 
described the glaucomatous cupping. The re- 
lationship of this condition to increased intra- 
ocular tension, however, was not clear to him and 
he called the condition “amaurosis with excava- 
tion of the nerve-head.”’ Heinrich Mueller con- 
firmed these findings anatomically. The ob- 
servation that excision of a piece of the iris in 
cases of staphyloma of the cornea is followed 
by a lowering of tension led von Graefe to prac- 
tice this operation in glaucoma (1856). The 
use of iridectomy for the relief of glaucoma was 
an epoch-making event in surgery, and with it 
the name of von Graefe is associated as one of the 
benefactors of mankind. Previous to this time 
inflammatory glaucoma inevitably meant blind- 
ness, but since the advent of von Graefe’s dis- 
covery the majority of such cases are relieved. 
Subsequent studies of glaucomatous eyes with 
reference to the anatomy of the anterior half of 
the globe furnished a partial explanation of the 
restoration of normal tension after iridectomy. 
Leber described the obliteration of the angle of 
the anterior chamber and Weber and Knies 
(1876) confirmed these findings anatomically. 
In 1879 Priestly Smith (2) published measure- 
ments of the crystalline lens at various periods of 
life showing the progressive growth of the lens, 
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especially after the fourth decade producing a 
disproportion between the lens and the total size 
of the eye as compared with the proportion in 
earlier life. In brief, the glaucomatous state is 
brought about by a crowding forward of the iris 
against the posterior surface of the cornea at its 
periphery, with a consequent blocking of the 
exit of the aqueous fluid from the anterior cham- 
ber into the canal of Schlemm at the sclerocorneal 
margin. The hypertrophy of the overfunction- 
ing ciliary muscle in the hypermetropic eye favors 
the blocking of the iris angle; thus hypermetropia 
is a predisposing factor in glaucoma. Obviously 
an inflammatory exudate from the uveal tract 
produces an excess of intra-ocular contents and 
such exudate may clog the channels of exit. 

Thomson Henderson (3) has advanced a 
theory of glaucoma within the past decade which 
has aroused much interest. He believes that the 
pectinate ligament at the angle of the anterior 
chamber is a cellular structure in early life and 
becomes progressively sclerosed with advancing 
age as a result of the influence of the constantly 
contracting ciliary muscle, to which he believes 
this ligament serves as a base of attachment. 
This sclerosis cuts off the exit of the aqueous and 
places the responsibility of ocular drainage upon 
the iris veins which may be inadequate to this 
excessive demand. In the absence of other 
causes — vascular, nervous, or biochemical — 
no increase of tension will occur, but the sclerosed 
structure at the iris angle furnishes an anatomical 
basis for hypertension, according to Henderson, 
when precipitating causes arise. There is fre- 
quently a connection between glaucoma and 
high blood-pressure, but the extent to which 
general arterial hypertension is responsible for 
ocular hypertension is still in dispute. Intra- 
ocular hemorrhage may, of course, precipitate a 
glaucomatous attack. 

There is no unanimity of opinion as to these 
various theories, and we must be content at the 
present time to say that an imbalance between 
the formation and excretion of intra-ocular fluids, 
normal or abnormal, gives rise to hypertension of 
the globe. Variations in intra-ocular tension are 
quickly compensated for by variations in out- 
flow under normal conditions. Numerous factors 
may impede drainage and cause hypertension. 
In the words of Priestley Smith, glaucoma 
signifies ‘an excess of pressure within the eye, 
plus the causes and consequences of that excess.” 
It is not a disease entity but a term applied to a 
symptom-complex which may be the manifesta- 
tion of a variety of diseased conditions. Indeed, 


the symptom-complex varies within wide limits, 
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from the violent inflammatory glaucoma to the 
simple chronic form of insidious character which 
some observers would not class as properly the 
same disease. Moreover, glaucoma may be the 
direct result of a pre-existing or coincident in- 
flammatory process or trauma of the eye (secon- 
dary glaucoma) or may be independent of any 
other demonstrable disorder of the eye (primary 
glaucoma). A distinct type of the symptom- 
complex is congenital or infantile glaucoma 
(hydrophthalmos or buphthalmos) in which the 
eye is greatly enlarged by stretching of its tunics 
in intra-uterine life or in infancy. 

With many kinds of eye disease, varying in 
cause and clinical course, classed together under 
one name because of one common symptom, in- 
creased hardness of the eyeball, and with simple 
glaucoma remaining one of the mysteries of 
medical science, it is natural that many kinds of 
treatment have been tried and none found suc- 
cessful in all cases. The fact that glaucoma is a 
manifestation not merely of a diseased eye but of 
a diseased body as well is being emphasized, 
and a more comprehensive study of these cases 
is being made than in former years. While 
awaiting the establishment of a definite etiology 
and an effective prophylaxis it is the difficult task 
of the ophthalmic surgeon to seek to obtain per- 
manent drainage of the ocular fluids and avoid 
certain dangers incident to the maintenance of 
the drainage. The reports of efforts to accom- 
plish this task fill the pages of ophthalmic litera- 
ture of recent years. 

The surgery of glaucoma is discussed at length 
in the many textbooks of ophthalmology and 
with especial fullness in the American Ency- 
clopedia of Ophthalmology (4) in which the fol- 
lowing convenient classification is made: (1) 
operations on the posterior half of the globe; 
(2) operations on the anterior half of the globe; 
and (3) operations on the sympathetic system of 
nerves. A brief consideration of the older op- 
erations under these three headings will serve as 
a background to a more critical study of the 
recent extensive literature dealing with newer 
operations. 

1. Operations on the posterior half of the globe 
consist in puncturing the tunics of the eye 
(sclera, chorioid, and retina) for the purpose of 
allowing the escape of somé of the vitreous humor. 
This procedure affords a rapid decrease in intra- 
ocular tension by lessening the intra-ocular con- 
tents but is transient in effect as the wound 
quickly heals. Guérin of Lyons is credited with 
this operation of posterior sclerotomy as far back 
as 1769. As now performed, the operation 
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usually requires only local anesthesia (cocaine), 
after which the conjunctiva is grasped with for- 
ceps near the sclerocorneal limbus and the globe 
rotated so as to allow the entrance of a Graefe cat- 
aract knife as far back as possible into the vitreous 
chamber. A quick puncture of the tunics, pass- 
ing the knife several millimeters in, and a slow 
withdrawal, give the minimal result, namely, the 
escape of a small bead of vitreous. A somewhat 
greater immediate effect and also a more pro- 
longed effect is obtained by an L-shaped incision, 
in which the knife, after the puncture, is rotated 
on its long axis 90° and withdrawn so that two 
linear cuts in the form of a letter L are produced. 
This wound allows more gaping and heals more 
slowly than the simpler incision first described. 

2. The simplest of the many operations on the 
anterior half of the globe aims to accomplish the 
same result. Paracentesis of the cornea is per- 
formed by incising this membrane just within 
the sclerocorneal limbus with a small keratome or 
a Desmarres needle which is a small lance with a 
thickening at its base to prevent the needle’s 
entering beyond the desired distance. Slow 
withdrawal of the instrument with gentle pressure 
against the posterior lip of the wound allows the 
anterior chamber to empty. Local anesthesia 
is often sufficient for this as for the preceding op- 
eration, but very high tension with engorgment 
of the ocular circulation diminishes the effect of 
local anesthetics and, therefore, safety sometimes 
demands the use of general anesethsia. Miotic 
drugs, as eserine, are practically always used both 
before and after these operations. The corneal 
wound can be opened by gentle manipulation 
with a small spoon or spatula and the effect of 
the operation renewed for several successive days 
in this way. 

Such transient lowering of tension is of service 
in the presence of a presumably transient hy- 
pertension where permanent relief may be ex- 
pected in a few hours or days, as in the secondary 
glaucoma occurring in the course of an iridocy- 
clitis or traumatic cataract when the filtration 
angle is blocked by uveal exudate or lens matter 
or blood. In acute inflammatory glaucoma with 
a very shallow anterior chamber posterior 
sclerotomy reduces tension and deepens the 
anterior chamber sufficiently to allow iridectomy 
to be performed with safety. It also serves to 
relieve pain in absolute glaucoma, and to reduce 
tension temporarily in both acute and chronic 
secondary glaucoma. 

Iridectomy. The very brief duration of the 
beneficial result of these simple puncture op- 
erations limits their usefulness. ‘The procedures 
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promising a more prolonged effect constitute the 
bulk of the operations performed upon the 
anterior half of the globe. Of these, the classic 
iridectomy of von Graefe (1856) has been men- 
tioned. ‘The detailed description of the opera- 
tion is available in the textbooks and need not be 
repeated here. It is necessary, however, to con- 
sider some features of this operation at length in 
order to understand the present-day problems of 
glaucoma surgery. Iridectomy is so important 
an operation that every other method of re- 
ducing intra-ocular tension has to bear rigid com- 
parison with this time-honored procedure. It is 
also noteworthy that the excision of a piece of 
the iris is one step in many other operations; 
whether an essential or a negligible step is a 
question which concerns us greatly. 

The use of miotics and, in the presence of an 
acute glaucomatous attack, a preliminary poste- 
rior sclerotomy increase the safety of iridectomy. 
Local anesthesia suffices in non-inflammatory 
cases, but general anesthesia is necessary in the 
inflammatory type where tension is very high 
and but little effect is secured from cocaine. A 
wide keratome is preferred by most operators 
except when a very shallow anterior chamber 
makes it difficult to pass a keratome between the 
cornea and lens without injuring one or the 
other. In this case a narrow Graefe cataract 
knife is used. The incision is regulated so as to 
open the angle of the anterior chamber which is 
posterior to the visible sclerocorneal limbus. 
Unless this is accomplished the iris cannot be cut 
or torn at its ciliary attachment or root and the 
purpose of the operation is defeated. Therefore 
the incision and the iridectomy are essentially 
different from the procedures used when iridec- 
tomy is performed for optical purposes and as a 
preliminary step in the extraction of cataract. 
Bearing in mind this important difference, the 
surgeon begins his keratome incision 2 mm. back 
of the upper limbus, piercing the sclera with the 
blade nearly perpendicular, then depressing the 
handle as soon as the tip of the keratome is seen 
in the anterior chamber, and pushing the blade 
forward between the cornea and iris in the plane 
of the latter until the incision is 9 or 10 mm. in 
length. The keratome is then cautiously with- 
drawn, allowing the aqueous to flow out slowly. 
The incision may be lengthened by pressing the 
edge of the keratome against one angle of the 
wound while withdrawing, but it is desirable to 
make the entire incision while the keratome is ad- 
vancing through the anterior chamber unless the 
shallowness of the chamber makes sufficient ad- 
vance of the instrument dangerous to lens and 
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cornea. The withdrawal of the keratome re- 
quires great care and precision to avoid a sudden 
gush of the aqueous and consequent prolapse of 
lens and vitreous with intra-ocular hemorrhage. 

In dealing with an extremely shallow anterior 
chamber the Graefe knife may be used as in the 
operation for extraction of cataract except that 
the puncture is made 1.5 mm. beyond the visible 
sclerocorneal limbus at one side, about 3 mm. 
above the horizontal diameter of the cornea, and 
the counter puncture at a corresponding position 
on the opposite side, and the knife emerges 2 
mm. behind the upper limbus. Perhaps no more 
exact and difficult technique is required in the 
entire domain of surgery than is demanded of one 
who executes correctly an iridectomy for glau- 
coma, and the difficulties and dangers of such 
operations, with the issues at stake, are ample 
warrant for the large amount of space devoted 
to the subject in surgical literature. After the 
incision is completed it is well, if local anesthesia 
has been used, to place a sterile eye-dropper 
against the posterior lip of the wound and, making 
gentle pressure to open the wound slightly, place 
a drop of cocaine directly on the iris to insure 
more complete anesthesia. Iris forceps are now 
passed with closed blades into the anterior cham- 
ber and opened to grasp the iris near the pupillary 
border. Slowly withdrawing the forceps, the 
iris is drawn through the wound. With the pro- 
lapsed iris drawn taut a snip is made with iris 
scissors through the portion of the iris next to 
one angle of the wound; further pulling toward the 
opposite angle of the wound tears the iris from 
its ciliary attachment and a final cut with the 
scissors results in severing about one-fifth of the 
iris from its attachment, thus opening the angle 
of the anterior chamber. Unless the iridectomy 
is wide and extends back to the root of the iris 
the purpose of the operation is not accomplished. 
This fact has not been sufficiently appreciated and 
no doubt the failures to relieve glaucoma by 
iridectomy are in many instances to be attributed 
to improper performance of the iridectomy. 

It is difficult to formulate any generally ac- 
ceptable theory as to the way in which iridectomy 
effects a cure of glaucoma or the limitations to 
be set to the use of this operation. That the 
excision of iris back to its root removes the ob- 
struction to the exit of intra-ocular fluid through 
the spaces of Fontana at the iris angle is perhaps 
the most widely accepted explanation. That the 
cut edges of the iris do not adhere but remain as a 
raw surface allowing drainage of the aqueous into 
the iris veins is an observation which bears upon 
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this question. It has been maintained that the 
iridectomy is an unimportant feature of the 
operation and that the effect is in reality at- 
tributable to the scleral incision. It should be 
emphasized that iridectomy aims to reopen the 
natural channel of drainage in contrast to some 
of the more recent operations which attempt to 
produce new channels. The most positive state- 
ment which one can make about iridectomy 
is that it has a pre-eminent place in the relief of 
acute inflammatory glaucoma. Whether the 
newer operations will replace iridectomy in this 
class of cases remains to be seen; but for the 
present no other method of restoring the balance 
of intra-ocular circulation shows equal results. 
The earlier the operation the more successful the 
result. When obstruction of the iris angle is 
due to vascular congestion and not to permanent 
adhesion of iris to cornea, as in the chronic type 
of glaucoma, iridectomy removes the obstruction. 
In subacute glaucoma the effects are somewhat 
less sure. In the chronic form (simple glaucoma) 
the results are not sufficiently uniform to give 
satisfaction. The status of iridectomy in acute 
glaucoma is indicated by the tabulation of 
Wygodski (5), showing a favorable outcome in 
80 per cent of all cases. In glaucoma simplex 
statistical reports lack uniformity. Hallauer 
(6) found tension reduced to normal in 80.5 per 
cent of cases, with recurrences in 31 per cent. 
Von Hippel (7) believes that iridectomy is ur- 
gently called for as the surest means of combating 
glaucoma. De Wecker (8) found that nine- 
tenths of a group of 120 ophthalmic surgeons 
favored iridectomy in glaucoma simplex while the 
remaining one-tenth considered it comparatively 
useless. In haemorrhagic glaucoma and buph- 
thalmos iridectomy is disappointing. A per- 
sistent effort has been made to find more effective 
operative procedures for these less favorable 
types. These methods concern chiefly the drain- 
age of the aqueous, and therefore belong in the 
classification of operations upon the anterior half 
of the globe. They have been conveniently 
divided into (a) operations which attempt to 
effect a communication between the anterior 
chamber and the subconjunctival spaces; (bd) 
operations which attempt to effect a communica- 
tion between the anterior chamber and the 
vitreous; and (c) operations which attempt to 
produce drainage through the chorioid and the 
suprachorioidal spaces. 

a. The operations which attempt to effect a 
communication between the anterior chamber and 
the subconjunctival spaces are based upon the 
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two procedures already discussed, paracentesis of 
the cornea and iridectomy. Thus, de Wecker 
practiced anterior sclerotomy (1867) in which 
substantially the incision with the Graefe knife 
as used in the iridectomy operation is made, but 
a bridge of tissue 2 mm. wide is left intact behind 
the upper limbus to prevent prolapse of the iris. 
In this way a filtering cicatrix is utilized for 
securing additional drainage at the angle of the 
anterior chamber. De Wecker considered this 
procedure a valuable preliminary step to iridec- 
tomy when the anterior chamber is very shallow. 
He preferred it to other operations, in combina- 
tion with miotics, in chronic glaucoma and in the 
other types of the disease in which iridectomy 
is not highly satisfactory, as hemorrhagic 
glaucoma and buphthalmos, and as a means of 
reducing pain in absolute glaucoma. The op- 
eration has not been used extensively in recent 
years. Various modifications of it were made 
with the addition of incision into the iris tissue. 
Panas (9) (1884) practiced iridosclerotomy in 
which he passed the knife through the iris from 
before backward traversing the posterior cham- 
ber and again piercing the iris before making the 
counterpuncture. Knies (10) (1893) used a 
keratome and attempted to produce an irido- 
dialysis, pulling the iris away from its ciliary 
attachment. De Wecker accomplished the same 
result by tearing the iris with forceps passed 
into the anterior chamber. De Vincentiis (11) 
(1893) used a sickle-shaped knife with a convex 
cutting edge, sweeping around the angle of the 
anterior chamber cutting the tissues to a depth of 
Imm. ormore. Obviously these several methods 
have the common aim of the original iridectomy 
operation and all endanger the crystalline lens; 
none of them has become popular. 

b. The observation that excess of intra-ocular 
fluids exists mainly in the vitreous chamber, as 
evidenced by the bulging forward of the iris 
from pressure behind it, has led to attempts to 
effect a communication between the anterior 
chamber and the vitreous in order to restore 
normal depth to the anterior chamber and open 
the iris angle. Thus Chibret (12) (1898) prac- 
ticed sclero-cyclo-iridic puncture, using a double- 
edged Graefe knife, entering 3 or 4 mm. behind 
the limbus and passing obliquely through the 
sclera into the angle of the anterior chamber. 
The iris was pushed forward by the knife and 
its ciliary attachment loosened. This procedure 
was repeated in 5 or 6 meridians. Severe hemor- 


rhage into the anterior chamber is a disadvantage 
in such an_ operation. 


Sclerotomia antero- 
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posterior has been done after unsuccessful iridec- 
tomy. A Graefe knife is introduced into the 
anterior chamber and passed backward through 
the coloboma into the vitreous. This is prac- 
tically limited to use in blind eyes where injury 
to the crystalline lens is negligible. Hern (13) 
(1899) practiced corneo-irido-vitreous puncture 
after iridectomy. A very small Graefe knife is 
passed through the coloboma to the circum- 
lental space and lateral movements made to 
widen the cut. All these methods are so dan- 
gerous as to be practically limited to eyes in which 
vision is already lost. They, like the preceding 
group, have not become popular. 

c. The attempts to produce drainage through 
the chorioid and the suprachorioidal spaces have 
differed somewhat from the previous group. 
Here the effort has been to sever the attachment 
of the ciliary muscle to the sclera. Hancock 
(14) used a Beer’s knife entering at the sclero- 
corneal limbus below and temporally and _in- 
cising the sclera obliquely backward for more 
than one-eighth inch. Walker used a narrow 
knife, entering the cornea just within the limbus 
with the cutting edge directed away from the 
anterior chamber. Thrusting through the base 
of the iris, he withdrew by cutting out through the 
sclera. Querenghi (15) (1900) attempted, by 
means of a scleral incision with a narrow knife, to 
enter the posterior chamber and to incise the 
chorioid by sawing movements from within out- 
ward. These operations are dangerous and de- 
serve mention only as predecessors of the more 
important recent measures. 

In addition to these many operations upon the 
eyeball brief mention must be made of (3) 
operations upon the sympathetic system of nerves. 
The operation of excision of the superior cervical 
ganglion was based on the observation that sec- 
tion of the sympathetic results in a soft eye, 
which seems to have been known as long ago as 
the early years of the eighteenth century. The 
effect of cutting the ganglion is greater than that 
of cutting the cord, but both are temporary. 
The influence is probably vascular and muscular 
through Mueller’s muscle at the apex of the 
orbit. Jonnesco (16) (1899) removed the superior 
cervical ganglion by means of an incision parallel 
to the anterior border of the sternomastoid muscle 
opposite the angle of the jaw, dissecting between 
the carotid artery and vein until the ganglion is 
exposed behind the artery. The ganglion is 
freed from its surroundings and cut with scissors; 
the ascending and descending cords are cut like- 
wise. Though favorable results have been re- 
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ported, the effects are not permanent and several 
deaths have followed. Excision of the 
ciliary ganglion has also been attempted. Roh- 
mer (17) made a Kroenlein resection of the 
outer wall of the orbit, divided the external rectus 
muscle, and passed forceps along the side of the 
optic nerve attempting to grasp and crush the 
ganglion. The operation is difficult, the actual 
destruction of the minute ganglion embedded in 
orbital fat uncertain of accomplishment, and the 
operation has not found favor in spite of some 
reported successes. Avulsion of the in- 
fratrochlear nerve was attempted in 1883 by 
Badal (18) to relieve pain in glaucoma; the re- 
sults were temporary. All of these procedures 
have fallen into comparative disuse and in the 
literature in recent years no tendency is shown 
to attack the glaucoma problem from the 
direction of the sympathetic nervous system. 
One new operation upon the posterior half of 
the globe deserves mention. In 1913 Wicher- 
kiewicz (19) suggested what he termed sclerolomia 
cruciata multiplex where operations upon the 
anterior half of the globe had failed in securing 
permanent result. He exposed the sclera ex- 
tensively by dissecting back a large flap of con- 
junctiva and Tenon’s capsule and made from four 
‘to six parallel meridional incisions with a Graefe 
knife as far back as possible, each 10 to 12 mm. 
long, through the sclera, and then as many more 
incisions at right angles to the first series. The 
flap was then sewed into place. Immediate 
massage enhanced the effect. This operation 
seems to have made no headway in the presence 
of the many rivals now attracting attention. 
Heine’s cyclodialysis (20) is of more importance. 
The one method of securing drainage through the 
suprachorioidal spaces which has obtained favor 
is that devised by Heine in 1905. He seems to 
have received the suggestion from Fuchs’ ob- 
servation that detachment of the chorioid some- 
times follows cataract extraction and iridectomy 
and occasions a subnormal tension. Under local 
anesthesia a large conjunctival flap is dissected 
up from the lower temporal quadrant. A 2-mm. 
cut through the sclera is made 5 mm. back of the 
limbus and parallel to it. This incision is made 
carefully with a keratome to avoid injuring the 
uveal tissue beneath. The black color of the uvea 
indicates that the sclera has been penetrated. 
A spatula, slightly curved at the end, is passed 
gently within the scleral wound and worked 
forward between the sclera and the ciliary body 
with its plane parallel to these structures until 
the tip appears in the anterior chamber. Sweep- 
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ing the spatula from side to side widens the tunnel 
beneath the sclera. Hemorrhage from the 
anterior ciliary vessels is a complication which 
interferes with the good results of the operation 
unless the blood absorbs quickly; injury to the 
lens must be carefully guarded against. The 
conjunctival flap is replaced and stitched. 

This operation has been advised especially in 
chronic glaucoma both as the operation of choice 
and as a last resort after iridectomy has failed, 
in cases in which iridectomy cannot be _per- 
formed, and in buphthalmos. Meller (21) has 
classified the results of cyclodialysis as follows: 
(1) permanent reduction of tension in about 
30 per cent of cases (after the first three days); 
(2) temporary reduction of tension in about 40 
per cent of cases (increase of tension recurring 
after a few weeks); (3) no effect on tension in 
about 30 per cent of cases, especially in absolute 
glaucoma. Wernicke found improvement in 
57 per cent of 76 operations, 20 being observed for 
a period of over two years; temporary improve- 
ment in 25 per cent; 9 showed no improvement. 
Meissner and Sattler reported 54 operations, con- 
cluding that cyclodialysis is designed especially 
for chronic glaucoma but that it exhibits no 
marked difference in effectiveness from iridec- 
tomy. They emphasize the danger of hemor- 
rhage from the anterior ciliary vessels. Knapp 
thought after an experience of 18 cases that the 
operation was not an adequate substitute for 
iridectomy. 

_Of chief interest among the innumerable pro- 
cedures suggested for the relief of glaucoma, in 
addition to cyclodialysis, are those which have 
come into vogue in the past decade as a result of 
dissatisfaction with the older methods of treating 
the chronic types of glaucoma in which iridectomy 
is of uncertain value. Gradually the opinion 
that a soundly healed cicatrix possesses filtration 
properties has lost favor, and operators have 
attempted to produce a permanent path of exit 
for the aqueous through the. scleral tissue by 
creating a cystoid cicatrix. "Two special methods 
of producing this are by the use of a trephine to 
remove a button from the sclera, and the delib- 
erate incarceration of iris tissue within the scleral 
wound. Thus the newer operations may con- 
veniently be studied under the three headings of 
(1) cystoid cicatrix, (2) trephine operations, and 
(3) incarceration operations. 

1. Cystoid cicatrix. The first important op- 
eration devised to obtain a cystoid cicatrix was 
the iridosclereclomy of Lagrange (22) (1906). 
After the use of eserine and local anesthesia a 
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Graefe knife is used as in the operation of iridec- 
tomy, puncture and counterpuncture being made 
well back of the limbus. The knife is turned 
backward on completing the incision above and 
emerges very obliquely behind the upper limbus 
making a large flap. The sclera contained within 
this flap is then cut out with fine curved scissors. 
An iridectomy is made and the conjunctival flap 
replaced. Lagrange at first advised iridectomy 
in all cases but later limited its use to cases in 
which there seemed to be danger of prolapse of 
the iris if left intact. He holds the operation 
to be especially adapted to simple chronic glau- 
coma and has protested against its unlimited 
use in all varieties of glaucoma. The thickness of 
sclera removed may be regulated according to the 
amount of weakening desired in the sclera, the 
amount of sclera excised being in inverse propor- 
tion to the degree of hypertension. A valuable 
discussion of the merits of the Lagrange operation 
was made by Ballantyne in 1910 (23). Further 
consideration of it will be given by comparison 
with some of the other procedures to be described. 

Holth’s (26) punch-forceps operation is an im- 
portant modification of the Lagrange method. 
In order to lessen the size of the scleral opening 
and to regulate the excision, Holth made a less 
extensive incision and, having dissected away the 
conjunctiva from the underlying sclera of the 
anterior lip of the wound, he removed a bit of 
this scleral flap with punch-forceps. The ex- 
cised sclera measured 3x1.5 mm. This opera- 
tion has been practiced with much success. 
Butler (24) prefers it to any other on account of 
ease, safety, and quickness of execution. 

In 1907 Herbert (25) described what he termed 
the wedge-isolation operation which he considered 
superior to the Lagrange in that the incision is 
shorter, the iridectomy smaller, and the amount 
of scleral excision better regulated. This op- 
eration has not gained favor, to the surprise of 
those who have witnessed Herbert’s results, 
probably because of the difficulty of gaining a 
clear idea of the minute details from a written 
description even so carefully and fully stated 
as Herbert’s own description. The following 
brief résumé will indicate the difficulty: An old 
Graefe knife ground down to a breadth of less 
than 1 mm. is used. Puncture and counter- 
puncture are made high up so that the anterior 
chamber is traversed for only a short distance 
in its upper portion. ‘The incision is continued 
upward and backward until the sclera is cut 
through, but a bridge of conjunctiva is left un- 
cut. The knife is then pushed back into the 
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scleral wound and turned upward and forward 
so as to make a second cut through the sclera 
from behind forward. This serves to isolate a 
wedge of sclera with the apex toward the anterior 
chamber. Subsequent shrinkage of this wedge 
leaves a filtration area. A very small peripheral 
iridectomy is made without the necessity of cut- 
ting the bridge of conjunctiva above. Herbert’s 
first report indicated favorable results in 38 cases. 

2. Trephine operations. Argyll Robertson 
(27) used a scleral trephine fifty years ago. 
Strawbridge of Philadelphia, Howe of Buffalo, 
and Froehlich also used such an instrument; but 
the procedure seems to have found no favor until 
Fergus (28) used it in connection with cyclodial- 
ysis. He dissected a conjunctival flap up to the 
corneal margin and beneath it made a trephine 
opening through the sclera 1 or 2 mm. back of the 
limbus. He then passed a spatula through this 
opening and separated the sclera from the ciliary 
body and the iris until the spatula appeared in the 
anterior chamber. Some confusion has arisen 
between this and the trephine operation of Elliot. 
The latter is sometimes called the Fergus-Elliot 
operation. The facts are that Fergus practiced 
his operation independently of Elliot and before 
Elliot’s first publication (1909) but did not de- 
scribe it in the literature until a few months 
later and, of more importance, the two operations 
differ in such essential features that there is no 
justification for confusing them. Elliot makes 
the trephine opening in the corneoscleral junc- 
tion, entering the anterior chamber and making 
an iridectomy. Fergus trephines entirely in the 
sclera and enters the anterior chamber only 
after tunneling between the sclera and the uveal 
tissue. The route for the evacuation of aqueous 
is different in the two cases. 

Elliot’s operation (29) was developed from a 
large experience in the British medical service in 
India. He dissects up a large conjunctival flap 
with the base at the upper sclerocorneal limbus. 
Reflecting this flap over the cornea and holding 
it with forceps from below, he steadies the globe 
and continues the dissection with blunt scissors 
going between the lamella of the cornea so that 
the trephine can be placed astride the limbus and 
the buttonhole include corneal as well as scleral 
tissue. It is essential that the dissection go be- 
low the superficial tissues getting well down to the 
sclera proper in order not to buttonhole the con- 
junctiva. The trephine hole is z or 2.5 mm. in 
diameter. Various models with handles con- 


structed for the convenience of the operator, and 
with diameters varying from 1.5 to 3.5 mm., have 
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been manufactured. Holding the trephine over 
the limbus, making sure to include the cornea in 
the incision, the cutting edge is inserted by means 
of a few twists of the fingers. Further revolving 
of the instrument effects a passage through the 
sclera. Experience enables one to be sure that 
he has entered the sclera without withdrawing to 
inspect the incision. Firmness in holding the 
instrument and the use of very little force are 
necessary. The sensation of resistance to the 
instrument ceases when the trephine cut is com- 
plete, and aqueous wells up around the trephine. 
Elliot makes slightly more pressure on the 
corneal side of the incision so as to be sure of going 
well forward and entering the anterior chamber. 
Thus a hinge may be left on the scleral side of the 
incision and hold the button which in this case 
can be removed by one snip of the scissors. This 
same snip of the scissors may also be utilized for 
accomplishing a small peripheral iridectomy if 
the iris presents in the buttonhole. Elliot did 
not at first regard the iridectomy as an important 
feature of his operation; in fact he has never at- 
tempted to make the type of iridectomy described 
in the classical operation, but practically he finds 
that a small peripheral iridectomy is useful in 
preventing prolapse and consequent obstruction 
of the trephine opening. The conjunctival flap 
must be carefully replaced. Some operators 
prefer to secure the flap in place by stitches, but 
it is generally considered sufficient to stroke the 
flap with a spatula until it is thoroughly spread 
over its original bed. Eserine is instilled if the 
iris tends to prolapse; otherwise no drops are 
used. The anterior chamber remains shallow 
for a long time and the tension correspondingly 
low. A bleb of conjunctiva indicates the site of 
the scleral opening. 

Fox (30) has utilized the Van Lint sliding flap, 
making a quadrilateral flap of conjunctiva with 
the attached base at one side so that the flap can 
be drawn over the upper portion of the cornea, 
covering the trephine opening, and sutured at 
the opposite side. David Priestley Smith (31) 
uses a keratome instead of the trephine and makes 
a triangular incision in the anterior lip of the kera- 
tome wound by means of two converging cuts of 
the scissors, so that the apex of the triangle 
points toward the center of the cornea. Elliot 
in several later contributions has defended his 
operation for practically all varieties of glaucoma. 
He now makes an iridectomy in all cases and uses 
atropine to forestall the “quiet iritis” which is 
likely to occur. He objects to the sliding flap. 
He does not admit that the technical difficulties 
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of the operation are beyond the skill of the 
moderately experienced ophthalmic surgeon. 

3. Incarceration operations. Curiously, the 
accident against which ophthalmic surgeons have 
always guarded, namely the incarceration of iris 
tissue into the scar of a scleral or corneal wound 
has been practiced deliberately in recent years. 
Several observations have led to this. It has been 
frequently noted that such incarcerations left the 
tension permanently lowered and that aqueous 
leaked into the subconjunctival space; that iri- 
dectomies for glaucoma in which the operation 
was technically most imperfect, iris being en- 
tangled in the wound, gave very satisfactory 
results; and that the danger of infection is min- 
imized if the prolapsed iris is covered by con- 
junctiva. Therefore, several surgeons were bold 
enough to attempt to incarcerate the iris in a 
small scleral wound. Herbert (32) has discussed 
the subject fully in the English literature and has 
described several procedures in which he has in- 
carcerated iris and also conjunctiva in the scleral 
incision. Holth (33) has practiced with much 
success his operation called iridencleisis. He 
makes a very oblique keratome incision beginning 
far back of the upper limbus so as to have a 
broad layer of conjunctiva. After a small 
peripheral iridectomy he draws a fold of iris into 
the wound and leaves it covered with conjunc- 
tiva. The anterior chamber remains empty for 
a long time. Various modifications of this 
method have been made. Most of the reports 
are less favorable than those of Holth himself 
who records 75 to 85 per cent of cases with satis- 
factory cystoid scars. Schioetz, on the other 
hand, obtained only 28 per cent-of satisfactory 
scars. 

Borthen’s iridotasis (34) is the most important 
modification of Holth’s method. Borthen does 
not incise the iris but draws it into the wound so 
that the posterior surface of the iris lies against 
the conjunctiva with the sphincter well beyond 
the scleral opening. He uses atropine so that 
the sphincter will be paralyzed and not tend to 
draw the iris within the wound. This operation 
is not advised in the presence of an atrophic iris. 
Comparison of 26 cases of iridotasis with 26 done 
by Holth’s method convinced Borthen of the 
superiority of iridotasis. Roy (35) has reported 
favorably on 9 operations after Borthen’s method. 
He emphasizes the importance of a small open- 
ing into the anterior chamber, just enough to ad- 
mit the iris forceps, so that the iris is held within 
the wound and does not slip back into the anterior 
chamber. Roy has not used atropine; he is 
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pleased with the simplicity of the operation and 
the lack of post-operative irritation. He quotes 
a personal communication from Borthen stating 
that the latter has performed iridotasis 242 times 
since 1908 and finds no need of using any other 
method. Borthen considers the good results 
due to the increased drainage through the spaces 
of Fontana in consequence of the stretching of the 
iris, rather than to the type of cicatrix. Mayer 
(36) has sought to accomplish the same end by 
making an iridodialysis through pulling on the 
iris with two pairs of forceps and placing the loop 
of iris thus torn from its base within the scleral 
wound. He leaves it so for one week, when he cuts 
off the protruding part. Harrower (37) records 
7 cases of iridotasis with good results in every 
case. 

Foreign-body drains. Another type of glau- 
coma operation which promises some usefulness 
is the insertion of a foreign-body drain beneath 
the conjunctiva and in the anterior chamber. 
Mayou (38) in 1912 utilized a short thread with 
a knot tied in it. He pushed the knot into the 
anterior chamber, leaving the two ends of thread 
in the subconjunctival space with the flap of con- 
junctiva carefully replaced over it. Zorab (39), 
in the same month, reported his operation of 
aqueoplasty which differs from Mayou’s opera- 
tion only in the fact that the loop of thread passed 
into the anterior chamber has no knot init. The 
gradual absorption of the thread is thought to 
leave a fistulous track for the drainage of aqueous 
into the subconjunctival space. Casey Wood 
(40) (1915) has modified these procedures in the 
following manner: He uses a narrow Graefe 
knife with a hole in the end of the blade like the 
eye of a needle. After puncture and counter- 
puncture in the usual way he threads the knife 
blade with silk and withdraws it through the 
same openings leaving a double thread in the 
anterior chamber. The loop of thread is now 
cut, freeing the knife; thus four ends of thread 
are left, two on each side, which are threaded to 
small curved needles. Each needle is passed as 
far as possible through the episcleral tissues, each 
in a different direction. Each thread is now cut 
at its emergence from the conjunctiva. Four 
paths of exit for aqueous are thus made by the 
gradual absorption of the silk. Arthur Prince 
(41) makes use of a gold horseshoe-shaped wire, 
passing it into the anterior chamber with the 
ends resting in the scleral wound, which is made 
by either the Lagrange or Elliot method. Vail 
(42) has recently reported an experience in 1907 
with a case of absolute glaucoma in which he in- 


serted a silk thread through Tenon’s capsule into 
the vitreous. This resulted in normal tension 
and absence of pain for a period of two years 
until the patient’s death. Vail suggests the 
advantage of utilizing a natural channel of drain- 
age, such as Tenon’s space, and avoiding a thin 
conjunctival covering. 

These operations offer the theoretical objection 
of a foreign substance left within the eye which 
may excite inflammatory reaction. More time 
must elapse before any opinion can be expressed 
in regard to their effectiveness and safety. 

This résumé by no means exhausts the list of 
operations suggested for the relief of glaucoma. 
It merely covers the more important procedures 
which are practiced at the present time, together 
with some which are too new to admit of any 
conclusions. It would be a bold attempt to pass 
final judgment on the popular operations which 
have been described; indeed dogmatic statements 
on the surgery of glaucoma are decidedly out of 
place. One may hope rather to point out some 
general principles that seem to be well established 
and to present the favorable and unfavorable 
experiences with the several types of operation 
now in vogue as they are recorded in the litera- 
ture. 

The simple procedures, as posterior sclerotomy 
and paracentesis of the cornea, still have a place, 
and probably always will, as valuable temporary 
expedients for lowering intra-ocular tension until 
certain transitory causal factors of hypertension 
cease to operate, and as a preliminary to more 
radical measures. Massage of the globe deserves 
a place among these temporary measures. The 
fulminating type of glaucoma sometimes re- 
quires such preliminary treatment before iri- 
dectomy can be safely done. The secondary 
glaucomas can be tided over by such comparative- 
ly simple measures until the primary condition 
is brought under control. The severe pain of 
absolute glaucoma may be relieved by evacuation 
of ocular fluids and enucleation sometimes 
avoided. Acute exacerbations in chronic glau- 
coma can be likewise handled. 

Inflammatory glaucoma has always been the 
most favorable type for cure by iridectomy. 
This type is of the nature of an inflammatory 
cedema shutting off the exit of aqueous by the 
apposition of the iris to the cornea at the angle 
of the anterior chamber. Removal of a large 
piece of iris well back at its ciliary attachment is 
a logical means of removing this obstruction. 
Results are prompt and permanent in a large 
majority of cases. It is reasonable to expect 
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a degree of vision nearly equal to that which 
existed previous to the attack. The earlier the 
operation the better the prognosis. An atrophied 
iris contra-indicates the operation, as does a very 
much contracted field of vision. 

If all glaucoma were inflammatory the search 
for operative means of controlling it would prob- 
ably have gone no further; but the less favorable 
results of iridectomy in simple glaucoma have 
created a need for other operations and these op- 
erations have been tried also in the inflammatory 
type. These facts illustrate a tendency, not al- 
together fortunate, to extend the use of surgical 
procedures beyond the purpose for which they 
were first designed and to bring disrepute upon 
measures which are entirely proper when not 
misplaced. Thus the Elliot trephine operation 
and the incarceration methods have. been prac- 
ticed, not only in simple glaucoma in which there 
has been urgent need for some more effective 
treatment than iridectomy, but also in acute in- 
flammatory glaucoma. Such a series of cases 
as that of Grosz, 237 cases, in which 96 per cent 
of those iridectomized in the prodromal stage 
and 87 per cent in the acute stage were successful, 
would convince most surgeons that no more is to 
be expected from other types of operation than 
from iridectomy. On the other hand, the results 
of some of the newer operations would justify 
their use by operators who have mastered their 
technique if there were no greater dangers in- 
cident to these operations than to iridectomy. 
Unfortunately, however, there is the danger of 
subsequent infection through the thin covering of 
conjunctiva which is the only protection to the 
interior of the eye in the operations which secure 
a cystoid cicatrix. It is too early to say just 
what place these operations may come to occupy 
in the treatment of acute glaucoma; but for the 
present it seems wise to depend upon iridectomy 
in this type of case rather than to risk the danger 
of late infection after another operation which has 
not yet proved its superiority. Thus Butler and 
Evans (43) report a series of 70 cases of acute 
and subacute glaucoma in which normal tension 
was secured in 88 per cent after iridectomy and in 
82 per cent after various of the newer scleral 
operations. In the latter cases these authors 
call attention to the accompanying iridectomy 
which they believe to be the secret of the good 
results. 

Certain cases of inflammatory glaucoma present 
technical difficulties to the performance of iri- 
dectomy and Heine’s cyclodialysis may be utilized 
instead; for example, the fulminating type in 
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which the anterior chamber is obliterated and an 
iridectomy is impossible, and when old people 
must be operated on who cannot be safely kept in 
bed. Cyclodialysis is not to be regarded as a 
satisfactory substitute for iridectomy, but may 
be a necessary expedient to secure a greater 
effect than the simple punctures of the sclera 
or cornea. 

Glaucoma simplex presents a larger and more 
difficult problem. This is not the place to enter 
upon a discussion of the relative merits of medical 
and surgical treatment for this type of glaucoma. 
Suffice it to say that there is a considerable 
trend of opinion in favor of miotic drugs to con- 
trol tension in these cases. The facts that such 
drugs are sometimes inadequate and always en- 
tail tedious and prolonged administration, which 
few individuals will or can submit to, militate 
against their use without operative intervention. 
The question therefore is pertinent, What is the 
operation of choice in simple glaucoma? 

The lack of such brilliant results from iridec- 
tomy in this type of glaucoma, as in the inflam- 
matory type, must not be taken to mean that 
iridectomy is of no avail. Hallauer’s figures, 
showing 80.5 per cent with tension reduced to 
normal and 31 per cent of recurrences, disprove 
such an idea. Butler and Evans record 91 cases 
of chronic glaucoma with 70 per cent showing 
normal tension after iridectomy and 87 per cent 
showing normal tension after trephining. These 
figures indicate the considerable degree of effec- 
tiveness of iridectomy and the greater value of a 
cystoid cicatrix. Rochon-Duvignaud (44) states 
that about 70 per cent of trephine cases in simple 
glaucoma and chronic glaucoma with inflam- 
matory intermissions are successful. Butler 
records 23 successful cases in 29 operated upon 
by Holth’s punch method which he preferred to 
all others in 1909. Morax and Fourriere (45) 
considered Holth’s the method of choice and 
Elliot’s next. The value of statistics would be 
greater if more explicit terms than “successful” 
were used. It is evident that the past decade has 
witnessed an important development in the 
surgery of chronic glaucoma. That a cystoid 
cicatrix secures drainage of ocular fluids sufficient 
to keep intra-ocular tension within safe limits, 
and does this more effectively than iridectomy in 
this variety of glaucoma, is now an established 
fact. Which of the numerous procedures de- 
signed to make such a filtering wound is to be 
‘preferred may not be stated with such positive- 
ness. 

Elliot believes his operation possesses very 
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distinct advantages in practically all cases of 
glaucoma. Lagrange has emphasized the limita- 
tions of his operation and insisted that it be not 
used as a substitute for iridectomy in cases which 
are most suited to the latter. He reported 84.4 
per cent of successes in glaucoma simplex. 
Meller (46) has made a valuable report on a 
large series of cases, comparing the Lagrange and 
Elliot procedures. The Lagrange operation was 
performed 389 times, the Elliot trephining 178 
times. Good results (by which he means sight 
preserved or, if already lost, the globe preserved 
with normal tension) followed in 69 per cent of 
the Lagrange operations and in 72 per cent of the 
trephined cases. The cases terminating badly 
were grouped together showing 8.4 per cent in 
the Lagrange operations and 2.4 per cent in 
the Elliot. Meller was impressed with the com- 
plications of the Lagrange method and con- 
cluded that the smaller scleral opening far for- 
ward in Elliot’s method is a distinct advantage. 
He found the accompanying iridectomy an im- 
portant defense against prolapse. He is opti- 
mistic about these operations for all cases in 
which iridectomy is not emphatically indicated; 
this includes absolute glaucoma, secondary glau- 
coma, and buphthalmos. He credits Lagrange 
with having paved the way for the safer Elliot 
procedure. Late infection occurred in 1.5 per 
cent of the Lagrange cases and in 1.7 per cent of 
the Elliot cases. The fact deserves mention, 
supplementing Meller’s report, that the Holth 
punch-forceps operation eliminates the chief ob- 
jections to the Lagrange method, with the ex- 
ception of the necessity of entering a narrow 
anterior chamber with a knife (which the trephine 
avoids), and has been used with great success by 
some operators. Reber (47) feels distinctly 
more hopeful since the introduction of the Elliot 
operation. He secured improvement of vision 
in 15 of 26 cases after this operation; some vision 
in eyes which were blind when operated upon in 
5 cases; and cessation of pain in 6 eyes with ab- 
solute glaucoma, 

The choice of some one of these procedures for 
securing a cystoid cicatrix is a matter of individual 
preference on the part of the operator. Whether 
the incarceration of iris in the wound is an ad- 
vantage over an iris-free cicatrix is a question 
which time must answer. Elliot’s, Lagrange’s, 


Borthen’s, and Holth’s two operations are just 
now enjoying much popularity. That possibil- 
ities exist of a high degree of development of 
technique in these procedures is indicated by the 
fact that thechief objection tothe cystoid cicatrix, 
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late infection of the wound, seems not to be met 
with by the originators of these operations, while 
other surgeons are encountering such mishaps. 

The question of infection through the thin 
conjunctival covering of the scleral opening is a 
serious one. While intact conjunctiva is an 
effective barrier against micro-organisms, it is 
entirely possible that slight trauma may at any 
time cause a minute break in the bulging con- 
junctiva which is constantly pressed against by 
the lid. The first enthusiasm created by the 
excellent results of these various operations in 
glaucoma simplex was considerably dampened 
by occasional reports of such infections. Up 
to January, 1914, thirteen cases were recorded. 
Gifford (48) has discussed these at length. 
Numerous cases have since been added to the 
literature, important observations being made 
by Schur, Kuhnt, Axenfeld (49), and others. 
Paul had collected 28 cases prior to May, 1914. 
Some surgeons have been led to abandon these 
operations on account of the fear of late infection. 
The most gloomy view has been expressed by T. 
Harrison Butler (51) who concludes an article 
entitled “The Tragedy of Sclerostomy” with the 
words: “Late infection is a peril which hangs 
like the sword of Damocles over every eye which 
possesses a filtering cicatrix of any type, however 
obtained.” His eight cases are divided into 
three classes: (1) acute cases ending in uveitis 
and panophthalmitis necessitating the removal 
of the eye; (2) cases of severe iridocyclitis which 
destroy the sight; (3) cases of mild iritis and 
local inflammation around the aperture which 
recover. On the other hand, Elliot calls attention 
to the fact that cases of infection must be judged 
with regard to the ratio they bear to the total 
number of cases trephined, of which some 500 
had been recorded up to October, 1914. He 
makes the following observation: “The condition 
for which we trephine is not one in which the 
patient can choose whether he will be operated 
upon or not. He has his back to the wall, and 
we are fighting for his sight. Risks are then 
justifiable which would not be worth taking for 
an operation for cosmetic purposes.”’ 

It is impossible to make a generally acceptable 
statement in regard to late infections. There is 
no uniformity in experience as yet justifying a 
final word on the subject. Certainly we cannot 
be as sanguine in regard to glaucoma simplex 
as the earlier reports on the new operations seemed 
to warrant. Yet, we cannot fairly offer whole- 
sale condemnation of operations which produce 
excellent results in a difficult type of disease to 
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treat, just because a small percentage of the cases 
suffer from infection at the site of the wound in 
after months or years. Glaucoma simplex will 
for the present be combated by means of one of 
the operations which secure a cystoid cicatrix 
in the hands of surgeons who are convinced that 
more cases can be cured by these procedures, 
after deducting those which later become in- 
fected, than can possibly be cured by any other 
means. This type of glaucoma will not be at- 
tacked by means of these procedures in the hands 
of other surgeons whose fear of late infections 
leads them to prefer iridectomy or the more tem- 
porary expedients coupled with massage and 
miotics. When cystoid cicatrices are made, pa- 
tients will be warned that an element of danger 
exists and precautions taken by frequent irriga- 
tion of the conjunctival sac and periodic visits to 
the ophthalmologist. It seems today that the 
prognosis of glaucoma simplex is distinctly better, 
as a result of the scleral operations available, 
than it was ten years ago. For a careful ex- 
position of this subject by a master of ophthalmic 
surgery, the reader should consult the textbook 
of the late Dr. Charles H. Beard (52). 

There remain several other types of glaucoma 
concerning which a few words are necessary. 

Hemorrhagic glaucoma does not yield to iri- 
dectomy or to the newer scleral operations. 
There is great danger of destructive hemorrhage 
following these methods. Anterior sclerotomy is 
safer as a temporary measure, and may be re- 
peated. Heine’s cyclodialysis may be made 
following posterior sclerotomy. Unfortunately 
enucleation is the frequent end-result of all forms 
of treatment. 

Absolute glaucoma, the condition of stony 
hardness of the globe and extreme pain, may be 
rendered comfortable at times by posterior sclero- 
tomy, and by trephining. These procedures may 
delay or prevent enucleation. 

Secondary glaucoma demands the vigorous 
treatment of the primary condition. Tem- 
porarily, the transient punctures of the sclera are 
utilized; Heine’s cyclodialysis promises more 
prolonged effect. 

Buphthalmos is notoriously resistant to all 
treatment. Anterior sclerotomy may be done 
repeatedly. Fage (53) reports 14 cases in which 
this operation gave normal tension and 5 cases 
in which the growth of the eyeball was checked. 
Zentmayer (54) has compiled the experiences of 
a number of surgeons by means of a questionnaire, 
and concludes that some form of sclerectomy is 
the best procedure; of these the Elliot trephining 


seems to be preferred. Heine’s cyclodialysis has 
also given some good results. 

A discussion of the surgery of glaucoma at the 
present time must lack finality. The past de- 
cade has been fruitful of many ingenious attempts 
to solve the difficult problem of saving vision in a 
peculiarly baffling disease. Time will sift these 
operations, selecting the more effective and less 
dangerous ones for use chiefly in glaucoma sim- 
plex. Just now it is more important to study the 
problem with an open mind than to espouse the 
cause of any one operator or operation. 
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ABSTRACTS OF CURRENT LITERATURE 


GENERAL SURGERY 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 

Shaw, H. A.: Infolding and Peritonealizing Stitch 
with Application of the Same to Broad Liga- 
ment and Gall-Bladder. Surg., Gynec. & Obst., 
1916, xxii, 731. 

Shaw condemns the technique of cholecystostomy 
as advocated by Williams in SURGERY, GYNECOLOGY 
AND OBSTETRICS, January, 1916. He applies what he 
calls an infolding and peritonealizing stitch. The 
advantages claimed for this stitch as summed up by 
the author are: 

1. Conservation of tissue. In cholecystostomy 
we are endeavoring to preserve the gall-bladder and 
restore its function. By this method we certainly 
do not greatly diminish the capacity of the gall- 
bladder. 

2. There is no dead space. 

3. It produces perfect inversion in a simple, rapid, 
and efficient manner. 

4. It renders easy the accurate insertion of the 
drain to just the correct depth. The tack suture in 
the drain serves the double purpose of fixing it in 
silu and assisting in preventing eversion of the cut 
edge. 

4 By cutting loop and pulling and tying from 
both directions, it produces smoother and easier 
traction and a more symmetrical and tighter purse- 
string around the drain. 

The practice of suturing the drain to the abdomi- 
nal wall is condemned for the following reasons: 

1. It does not allow for the natural mobility of 
the liver which assumes a somewhat different posi- 
tion, according to posture. 

2. The liver to a certain extent participates in 
the respiratory excursion. Therefore, it is unwise 
to fix the drain to the moving parts, i. e., the ab- 
dominal wall and liver. 

3. The abdominal stitch is applied after the 
wound is closed and is almost sure to draw the gall- 
bladder upward or force it into an untoward posi- 
tion. 

Shaw then proceeds to apply this stitch to the 
technique of salpingo-ocphorectomy claiming that 
the special indications of (1) bloodless removal of the 
mass, (2) closure of the gaping defect in the broad 
ligament, and (3) peritonealization of denuded areas 
are all accomplished with rapidity and ease by this 


method. Heillustrates this procedure by anatomico- 
schematic diagrams. 


Arana, G. B.: The Intradermic Suture; Its Tech- 
nique (La sutura intradermica; su_ technica). 
Semaine méd., 1916, xxiii, 625. 

The author discusses the value of intradermic 
sutures from the cosmetic standpoint in leaving the 
smallest possible amount of scar on the skin. Chas- 
saignac introduced this suture method in 1851 un- 
der the name of cellular or subcutaneous sutures, 
and in 1890 Kendal Franks, an English surgeon, 
revived them under the title of subcuticular su- 
tures, which although not substantially different 
from Chassaignac’s, yet coming in the period of anti- 
septic procedures claimed more particular atten- 
tion. Since then the method has been popularized 
by Pozzi and others. 

Since a minute description of the technique of 
intradermic suture is not given as far as Arana can 
discover from an extensive search in any published 
work or society report, he describes this technique 
in the greatest detail and illustrates the various 
steps of the method so as to make them clearly in- 
telligible. He thinks that this intradermal suture 
is the only one which is capable of giving a simple 
linear cicatrix. 

With the technique used he considers that longi- 
tudinal stitches are best. Horsehair is used with a 
Hagedorn needle. It is necessary to obtain a prac- 
tical acquaintance with the details of the technique 
as practiced in the operating room. The time con- 


~ sumed is no more than that required for ordinary 


suturing. Prior to the intradermic suture a con- 
tinuous suture of the cellular fatty tissues is made, 
which will avoid subsequent haematomata. 
Intradermic suture is indicated in all cases where 
it is desirable to hide a cicatrix and it is formally 
indicated in interventions in the face, neck, and 
breast and other visible parts, especially in women. 
It is employed exclusively in operations which heal 
by first intention. The method is contra-indicated 
in septic operations or in cases in which the general 
State of the patient does not permit of cosmetic 
considerations. In some cases there may occur 
as an exceptional result an exuberant cicatrix 
where the skin is overirritable or very fine, and in such 
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cases it iS necessary to re-operate as the relapse of 
such an exuberant cicatrice is fatal. 
W. A. BRENNAN. 


Shorten, J. A.: Continuous Irrigation of Wounds 
in the Field. Indian M.Gaz., 1916, li, 131. 


The author has devised an ingenious apparatus 
for continuous irrigation in the field. An empty 
kerosene tin is placed on a suitable stand and rubber 
tubing used to siphon the fluid from the can to the 
wound. By means of adhesive plaster the catheter 
at the end of the tube, is fastened at the desired 
depth in the wound. The patient’s bed is then 
inclined and the patient turned on his side so as to 
drain the irrigating fluid and discharges into a 
rubber sheet draining into a bucket. J. H. Skies. 


Black, C. E.: 


Some Experiments with Rubber 
Gloves. 


Surg., Gynec. & Obst., 1916, xxii, 701. 

This paper consists of a series of observations on 
the sense of touch, in the use of rubber gloves. ‘The 
author selected six high-school students at the Illi- 
nois State School for the Blind — 3 boysand 3 girls — 
and had them read a given amount of text (100 
words of unfamiliar text) with various weights of 
gloves, and with gloves put on dry, wet, and with 
the hands oiled, gloves which were well fitted and 
gloves which were loosely and poorly fitted. These 
various observations were compared with the sense 
of touch with the bare fingers under the same con- 
ditions. The following are the author’s conclu- 
sions: 
1. The use of medium weight rubber gloves re- 
quires the blind to use an average of 22 seconds 
more in reading 100 words of Braille than with the 
bare fingers; namely, 48 seconds with the bare fin- 
gers and 70 seconds with medium weight gloves. 
Or in other words, there is a loss of nearly 50 per 
cent in the sense of touch judging from the results 
of this experiment. 

2. The tactile sense is materially improved by 
putting on wet instead of dry gloves, the difference 
being an average of five seconds, or a little less than 
1o per cent. Gloves put on with oil on the hands 
give a slight improvement over dry gloves; namely, 
68 seconds as against 70 seconds. 

3. The tactile sense diminishes in direct propor- 
tion to the thickness of the gloves as shown in our 
first series of observations where thin gloves showed 
an average of 71 seconds, thick gloves showed an 
average of 106 seconds as against an average of 48 
seconds with the bare fingers. 

4. A marked inprovement in the tactile sense is 
brought about by the use of carefully fitted gloves 
as shown in the second series where, by care in fit- 
ting, the average was reduced from 70 seconds to 
66 seconds. 

5. Asa final conclusion we may say that the final 
result of the experiment is that gloves put on wet 
give the most favorable opportunity for exercising 
the sense of touch and gloves put on dry give the 
least favorable. 
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Bartlett, W.: A Clinical and Experimental Study 
of Post-operative Ventral Hernia. T7Jr. Am. 
Gynec. Ass., Washington, 1916, May. 

The causes of post-operative ventral hernia are 
incisions in defiance of anatomic and physiologic 
principles, improper wound closure, needless drain- 
age and tamponade, post-operative increased intra- 
abdominal pressure, and wound infection. 

Experiments on dogs produced no sign of hernia 
where one layer was preserved. Hernia resulted 
where a defect was produced in all layers, except 
skin, or skin and peritoneum, successful repair of 
these being made by inversion of the opposite sheath, 
overlapping of both sheaths, or fascia lata transplan- 
tation. 

Complete defects were immediately repaired with 
transplants of fascia, sheath transplants, or the 
reflection of opposite sheaths. 

To restore the abdominal wall in these hernias, 
only one to three fibrous layers were depended upon. 

The experiments proved that post-operative 
hernia depends upon two factors: weak wall and 
hernial tendency. 

In the human subject the hernial tendency is 
corrected pre-operatively by reducing intra-abdom- 
inal fat and intestinal contents, with rest in bed, 
liquid diet, and free catharsis. 

The best operative procedure leaves the sac intact, 
utilizing sac wall and scar tissue, but if necessary 
the abdominal contents may be reduced. If there 
is undue tension on the reconstructed wall, or in- 
terference with the movements of the lower ribs, 
failure is certain. 

Choice of operation depends upon the site of the 
lesion, the size of the opening and the hernia, the 
condition of the surrounding tissue, and the general 
condition of the patient. 

The varieties of operation are: overlapping, re- 
construction, flap inversion, filigree, and free trans- 
plantation. 

Kirschner prefers fascia lata because of its easy 
accessibility in quantity, its strength, inelasticity, 
adaptability, and tendency to heal in. 

One reinforcing suture line outside or one inside 
and outside a complete defect practically insures 
success. 

The after-treatment is of vital importance, dealing 
chiefly with meteorism or straining of any kind. 

In the clinical series of 78 operations, the results 
were not known in 7 cases, 2 treated with filigree 
were failures, 4 had recurrences after the use of the 
overlapping method, while the others were all com- 
plete cures. 


McNeile, O.: Pre- and Post-operative Care. Calif. 
St. J. Med., 1916, xiv, 189. 


During the past few years many sporadic attempts 
have been made to standardize the care of the surgi- 
cal patiént, both before and after operation. ‘The 


attempts have nearly always failed to elicit any 
enthusiasm, either because the collaborator had 
tried to introduce some theoretical methods, or 


348 


because surgeons, as a class, lay more emphasis 
upon operative technique than upon details of pre- 
and post-operative care. This lack of detail is 
probably the cause of many poor surgical results. 
In this paper the author covers the entire ground 
of routine pre- and post-operative care in pelvic and 
abdominal operations upon women. It has been 
his practice, during the past five years, to gradually 
work up a printed order blank which is left on the 
patient’s chart in the hospital. Enough blank 
spaces for orders covering individual variations are 
left on this record, but, in general, the treatment is 
very nearly routine. EDWARD L, CORNELL. 


ASEPTIC AND ANTISEPTIC SURGERY 


Maurel: The Method of Action of Certain Antisep- 
tics and of Procedures for the Determination 
of Their Therapeutic Value (Du mode d’action 
de certains antiséptiques et des procédés destinés 
a apprécier leur valeur thérapeutique). Bull. Acad. 
de méd., Par., 1916, Ixxv, 481. 

Maurel calls attention to the results of his ex- 
periments, published 25 years ago, on the leucocytes 
of the blood, which in the light of recent researches 
on antiseptics have, he believes, a new significance. 
The results summarized are as follows: 

1. That the pathogenic power of microbes ap- 
pears to depend on two series of products, one series 
due to their surroundings and the other to their own 
substance. 

2. The product due to their substance has a 
strong elective action on the leucocyte. It is 
leucocyticidal. 

3. According to Maurel’s researches certain 
physical and chemical agents can diminish the 
action of this leucocyticidal power considerably and 
help the leucocyte to resist. 

4. The diminution of the leucocyticidal power of 
a microbe can be very marked without its reproduc- 
tive power being sensibly modified. 

5. lodoform, iodine solutions, and mercury 
bichloride solutions can have a very marked effect 
on the leucocyticidal power of microbes, or at least 
on certain ones. 

6. It may be concluded, therefore, that in order 
that an antiseptic agent may have a useful effect 
on the organism invaded by a microbe, it is not 
necessary that the antiseptic kill the microbe or 
even that it hinder its reproduction. It is sufficient 
if it diminishes its leucocyticidal power sufficiently 
that the leucocyte can triumph. W. A. BRENNAN. 


Quénu, E.: The Manufacture of Catgut (La fab- 
rication du catgut). Bull. Acad. de méd., Par., 
1916, lxxv, 530. 

The question of catgut is such an important one 
in surgery that the Paris Academy of Medicine 
appointed a special commission to consider and re- 
port on the condition of its preparation. 

Since Pasteur’s discoveries objections have been 
made to catgut as a suture material and although 
various attempts at sterilization have been made, 
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laboratory experiments have demonstrated that 
phenic acid, chromic acid, and sublimate have 
failed to completely sterilize catgut, and some sur- 
geons, including Kocher and Terrier, renounced its 
use. 

Répin’s memoir in 1894 showed the futility of 
existing methods of sterilization and the use of 
alcohol vapor under pressure was recommended. 
It was pointed out that sterilization should com- 
mence with the preparation of the string in the first 
stages. Répin’s method more or less modified is 
still in use. 

The researches instituted by Goris and reported 
to the Academy early in the present year, based on 
the intimate examination of different lots of catgut, 
showed that neither tyndallization in alcohol at 
go’, iodine, nor subjection to heat completely steril- 
ized certain strands of catgut. Laboratory experi- 
ments therefore verified the fact clinically observed 
that infection was possible from so-called sterilized 
catgut. 

The general conclusion of Goris from his observa- 
tions is that the surgeon who is responsible to his 
patient must not rest satisfied with the ordinary 
pharmacal sterilization, but must go back to the 
manufacture of the string itself in order to be as- 
sured that the catgut submitted to sterilization is 
actually sterilizable. 

In France the principal centers of manufacture 
are at Paris and Lyons. The prime necessity in 
the manufacture of sterilizable catgut is the use of 
fresh healthy intestines. In Paris alone the entrails 
of 1,500,000 sheep are required annually and at 
Lyons the slaughter of nearly 225,000 is insufficient 
for the requirements of the catgut trade. Hence, 
it is necessary to resort, as in Germany and else- 
where, to importation of dry and fermented gut, and 
the first requisite, i.e., sanitary inspection of the 
sheep at the abattoir, is lacking. The difficulty of 
obtaining sterilized surgical catgut is accentuated 
when it is remembered that sterilization is not so 
much an object of concern to the manufacturers in- 
asmuch as nineteen-twentieths of their output is 
destined for the musical instrument trade. 

The commission believes that special treatment is 
essential from the very beginning in the preparation 
of surgical catgut; following immediately on the 
death of the animal, the intestine should be exam- 
ined, washed, and placed in refrigerators, removed as 
quickly as possible to the catgut factory in not less 
than from twelve to fifteen hours after slaughter 
and tr.nsported in ice. On arrival at the catgut 
factory, the intestines should be immersed in oxy- 
genated water and split into strands or strips and 
then submitted to the sterilizing processes. 

A special apartment in the catgut factory is 
necessary for surgical catgut and the necessary 
precautions must be observed in every phase of the 
manufacture and drying of the strands to prevent 
contamination of the intimate parts of strands 
either from the personnel of the workmen or 
from the surroundings. 
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The report of the commission discusses finally 
the precaution to be observed in the pharmacal 
sterilization and preservation of the sterilized cat- 
gut. The commission expresses the opinion that 
Répin’s recommendation that the sterilized catgut 
suture material be preserved in bouillon and not in 
antiseptic fluids is the most adaptable to the greater 
part of the sterilization procedures; and that such 
a tube of catgut carries with it the irrefutable proofs 
of its purity. W. A. BRENNAN. 


AN ZSTHETICS 
Hering, H. E. von.: Sudden Death in Chloroform 
Narcosis (Der plotzliche Tod in der Chloroform- 
narkose). Muenchen. med. Wchnschr., 1916, Ixiii, 
521. 

For the past four years Hering has called atten- 
tion to his own findings from animal experiments 
that sudden death in narcosis, particularly chloro- 
form narcosis, is due to heart-flutter. A review of 
the literature of the past twenty-five years shows 
that this is fairly well established. 

Cats and dogs may die suddenly in the beginning of 
chloroform narcosis and the sudden death in such 
cases is due to over excitation of the cardiac cham- 
bers. In man unquestionably the same thing is 
true whenever at the beginning of narcosis the 
heart action is no longer evident and even if respira- 
tion has not stopped. In such sudden deaths in 
man excitation plays its part. 

Since extrasystole can be placed in the same cate- 
gory of heart irregularities as heart-flutter and may 
even change into it, on the grounds of animal 
experimentation chloroform should not be adminis- 
tered to patients with extrasystole, even when such 
extrasystole is sporadic only. Moreover, since the 
existence of latent extrasystole can easily be deter- 
mined, chloroform narcosis should be avoided. 

W. A. BRENNAN. 


Bartlett, W.: A Method of Facilitating Infiltra- 
tion Anesthesia. Ann. Surg., Phila., 1916, 
Ixiii, 678. 

In order to avoid loss of time and energy to the 
operator, as well as discomfort to the patient, due to 
the reintroduction of the needle, a number of forms 
of apparatus have been devised to facilitate the 
administration of local infiltration anesthesia. The 
accompanying cut represents a method which Bart- 
lett has found very efficient and which is very simple. 
While original with him, a similar apparatus was 
described by Braun in the second edition of his book. 
After the usual intradermal injection with a fine 
hypodermic needle, a 9-cm. needle is introduced and 
a field 18 cm. in diameter can be infiltrated without 
withdrawing the needle. The graduated container, 
A, is filled with 500 to 1000 ccm. of a one-half per 
cent solution of novocaine to which has been added 
1 ccm. of adrenalin 1:1000 for every 200 ccm. of 
novocaine. By means of the two-way cock, C, 
the 10-ccm. metal syringe, B, can be emptied and 
filled as rapidly as the piston can be forced in and 
out. GATEWOOD. 
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Apparatus for administration of infiltration anesthesia. 


Leavitt, M. A.: Rectal Anesthesia. 


N. Eng. M. 
Gaz., 1916, li, 248. 


The indications for rectal anesthesia are opera- 
tions around the head, neck, and chest, where the 
element of fear is in evidence. 

The method of procedure is as follows: The rec- 
tum is prepared by the administration of a cathartic 
the evening before, followed by enemata and sup- 
positories of chloretone to anzsthetize the rectal 
mucosa. ‘Twenty minutes after the insertion of the 
chloretone, morphine and atropine are given hypo- 
dermatically and twenty minutes later a mixture 
of oil and ether is introduced, in the proportion of 
50 to 75 per cent of ether and 50 to 25 per cent of 
oil. One ounce of the mixture is given for every 
twenty pounds of body weight, not to exceed eight 
ounces, through a rectal tube at the rate of one ounce 
a minute. In from 10 to 55 minutes the patient 
goes to sleep. The length of the anesthesia varies 
from two and a half to three hours, but it may be 
shortened or lightened by withdrawal of the mixture 
through a rectal tube. After operation the bowels 
are massaged and cold water irrigations given to 
remove the oil and ether. Intravenous injections 
of normal saline solution may be given if the anxs- 
thesia is too deep. 

In only one case was complete failure experienced 
in the same individual twice. This was thought 
to be due to resistance to any form of anesthesia. 
No untoward results have occurred. 

E. K. ARMSTRONG. 
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Morestin, H.: Very Extensive Shell Wound of the 
Face; Gradual Reduction of the Ensuing De- 
formity by Successive Extirpations of the Cica- 
trix (Plaie trés 4tendue de la face par éclat d’obus; 
reduction graduelle de la deformité consécutive 
par extirpations successives de la cicatrice). Bull. 
et mém. Soc. de chir. de Par., 1916, xlii, 1005. 


In this article illustrated by photographs which 
show the very excellent results obtained in a plastic 
operation for extensive shell wound of the face, 
Morestin calls special attention to the benefits 
of successive interventions, reducing bit by bit the 
extent of the cicatrized surface and the mass of 
sclerous tissues. His knowledge of this gradual 
method of reduction is based on hundreds of cases 
of cicatrices and mutilations of the face in his 
special service. The method is simple as regards 
manipulations, requires patience and time, but gives 
excellent results, and the author thinks it should 
play an important part in modern plastic surgery. 
The method is described in detail. 

W. A. BRENNAN. 


Eve, F.: Some Surgical Procedures in Gunshot 
Fractures of the Mandible. Practitioner, Lond., 
1916, xcvi, 447. 

The author tells of his experience while in charge 
of the surgical side of a military hospital of 350 beds 
for eighteen months. In many cases the disabilities 
were present prior to enlistment, but many were 
accentuated by the unaccustomed physical strain 
of a soldier’s life. 

Seventy-one cases of inguinal hernia were operated 
upon, the Bassini method being used in all except 
three cases. 

Two cases of femoral hernia were also operated 
upon, Poupart’s ligament being stitched to the 
pectineal jascia. The after-treatment consisted of 
twenty-one complete days’ rest in bed, and the 
patient was not allowed to resume active duties 
until three months after the operation. 

Sixty-three cases were admitted for operation for 
varicocele. The high operation over the external 
ring was done in each case with a vertical incision. 
These men were kept in bed fourteen days and were 
given a subsequent furlough of twenty-eight days. 

Ten cases of hydrocele were operated upon. 

Forty cases of varicose veins were treated surgi- 
cally. 

Thirty-four cases of malformation and malposi- 
tion of the little toe were operated upon, amputation 
of the toe being carried out through the metatarso- 
phalangeal joint. 

Twenth-one cases were operated upon for ham- 
mer-toe by removal of the toe. 

Four cases were operated upon for hallux valgus 
and rigidus; excision of the head of the first meta- 
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tarsus was performed in each case. In all but one 
case there was little or no improvement. 

Twenty-one cases suffering from ingrowing toe- 
nail were admitted for operation. The simplest 
method and one which gave very satisfactory results 
was to remove the whole of the nail and scrape the 
nail-bearing area under general anesthesia. 

Twenty-three cases of hemorrhoids were sub- 
jected to operation, the suture method being 
preferred. 

Twenty-four circumcisions were performed for 
phimosis or paraphimosis. 

Twenty-four tonsil operations were performed, 
sometimes with the removal of adenoids. 

Two cases of internal derangement of the knee- 
joint were operated upon by resection of the internal 
semilunar cartilage. 

Four cases of undescended testis were operated 
upon by castration. 

Eight cases of fistula in ano were subjected to 
operative treatment. 

Five men with lipomata were operated upon under 
local anesthesia. 

Thirty cases of acute appendicitis were admitted, 
of which twenty-four were operated upon. There 
was one death from general peritonitis from per- 
foration of the appendix. 

One case of otitis media was admitted which 
terminated fatally, following a temperosphenoidal 
abscess. 

One case of empyema following pneumonia was 
operated upon with satisfactory results. 

J. H. SKILEs. 


Baldwin, M., Payne, J. L., Hayes, G. B., and others: 
Discussion on War Injuries of the Jaw and 
Face. Proc. Roy. Soc. Med., 1916, ix, Odontol. Sect., 


BALDWIN opens the discussion by describing the 
term, “war injuries of the jaws,” and the effect of 
impacts from projectiles on the jaw. 

Frequently the bone is not only fractured, but 
comminuted, causing a deviation of these fragments, 
further complicated by the contraction of scar tissue 
and the formation of adhesions if the jaw be im- 
properly treated, or not treated at all. Facial 
deformities result, and the patient’s life is made 
miserable by dribbling of saliva, obstruction of 
breathing, and many other annoyances. ‘To correct 
these troubles, apparatus must be used in the mouth, 
which brings the work inevitably within the sphere 
of the dental surgeon or stomatologist. Baldwin 
visited Paris and Lyons, and found in each of 
these cities admirable organization of the jaw treat- 
ment, and, usually, a dental surgeon at the head of 
each establishment. At Lyons, he found, under 
Dr. A. Pont, 830 jaw cases assembled in six large 
hospitals. Early in the war, the lack of stomatologi- 
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cal service was shown by the number of bad results 
in these eases. In England, there exists, at this 
time, but one military hospital especially set aside 
for jaw cases. Baldwin believes that it would be 
well to have such a special hospital in the district of 
each command in the United Kingdom, and states 
that the dental and stomatological arrangements 
of the British army have always suffered from the 
lack of an experienced officer on the staff of the di- 
rector general. 

Payne, relating his personal experience, stated that 
he has treated 22 patients, and, in addition he 
visited France in August and December, 1915, 
where he saw large numbers of soldiers suffering 
from every description of jaw injuries, under treat- 
ment. The chief trouble, he thinks, is nearly al- 
ways with the mandible, which is recognized as 
being the most used bone in the body. It is more 
liable to serious damage in consequence of its ex- 
posed position, its loose attachment to the skull, and 
the action of powerful muscles, and the displace- 
ments also tend to be relatively greater than in 
other bones of the body. ‘The mere use of bandages 
and other external appliances seldom avails to cor- 
rect this deformity. He suggests the division of 
these cases into the six following types: 

1. Fractures of the mandible without displace- 
ment of the line of occlusion. 

2. Single fracture of the mandible with lateral 
displacement. 

3. Single fracture of the mandible with vertical 
displacement. 

4. Two or more fractures of the mandible with 
loss of substance. 

5. Gunshot wounds of the maxille. 

6. Fractures involving loss of the anterior portion 
of the mandible or the maxille, or the whole of one 
side, together with the soft tissue adjacent. 

These types are fully described and numerous 
illustrative cases cited. In answer to the question, 
‘*At what period after the injury should the aid of 
the dental surgeon be called in?” he answers: 
“T should emphatically say that it should be done as 
soon as possible after the wound has been inflicted, 
and I believe that there should be co-operation be- 
tween the general surgeon and the dental surgeon, 
the dental surgeon beginning his work immediately 
after the patient has recovered from the condition of 
shock.” Efficient drainage is the first essential 
principle of treatment. Skiagrams should be 
taken at the commencement, during, and at the 
conclusion of the treatment. Teeth should be 
freed from tartar, blood, and food. Carious teeth 
should be temporarily filled; septic roots and teeth 
should be extracted as soon as possible, and any 
tooth that is situated in the line of fracture usually 
has to be sacrificed, or union may be delayed. The 
application of a splint should follow as soon as it 
can be borne by the patient; often the temporary 
appliance may be replaced by a permanent splint 
when conditions look more favorable. In displace- 


ments of the maxilla, support may be obtained by 
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simple bandages or by means of suitable appliances. 
After sepsis has been controlled, the next important 
step in the treatment is to restore what may remain 
of the masticatory apparatus by bringing back the 
fragments of bone into a position which permits of 
normal occlusion. The treatment may be divided 
into the four following stages: 

1. Reduction of displacement of bony fragments. 

2. Retention of these fragments in the position 
which allows of normal occlusion. 

3. Reduction of cicatricial contraction, the res- 
toration of muscular equilibrium, and the remould- 
ing of the facial contour. 

4. Fitting of a permanent prosthetic appliance, 
the simpler the better, so long as it is clean and effici- 
ent. 

The aim of prosthetic treatment should be: 
(1) to correct the deformity and to restore the teeth 
to the position of normal occlusion; (2) to retain 
the fragments in this position until reunion has 
occurred; (3) later, some form of denture may have 
to be fitted to make good the gaps left by lost bone 
and teeth, and to restore the functional activity of 
the jaws. Theidea that an interdental splint, at an 
early stage, will tend to promote sepsis, he believes 
to be entirely erroneous. During the third stage 
of the treatment, frequent massage, both manual and 
electrical, by competent nurses, should be adopted to 
restore muscular equilibrium, and care should be 
taken to guard against cicatricial contraction. 

HAYEs states that no pathological problems or 
conditions have been met with in this work, the 
difficulties encountered being due to the variety and 
complexity of conditions presented, which demand 
the most careful consideration. The principal 
treatment in these cases he believes, falls upon the 
dental surgeon, and the ultimate success depends 
upon the building up and restoring of the jaws as a 
skeleton or framework upon which the final plastic 
operation is performed. Much has been done, but 
much remains to be done to supplement the special 
centers already created for this work in France. 
There should be dental surgeons at the front to 
give first aid to these cases and to decide what re- 
maining fragments of jaws and teeth shall be 
saved and what removed. There are many ques- 
tions involving the treatment of these wounds now 
undergoing renewed and general study. 

Hotz also ventures the opinion that in all jaw 
cases combined with extensive destruction of sur- 
rounding tissue the general surgeon should call 
the dental surgeon into consultation. He is in 
favor of simple rubber splints in most cases, with 
the exception of those few in which the steady 
maintenance of fragments is indicated, and he ob- 
jects altogether to maxillary wiring, as this creates 
a risk of ankylosis being set up. If pressure from the 
outside is necessary, he employs linen bandages or 
special chin-cups of rubber or metal with hoops 
fastened together from the attachment of elastic 
bands that will allow pressure in the direction in- 
dicated by the case. He believes that a good meth- 
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od of procuring hygiene of wounds in the oral cavity 
is to suspend a receptacle, fitted with a rubber tube 
and glass cannula, above the head of the patient; 
to fill it with a light tepid solution of from 5 to 10 
per cent iodine or chloride of sodium, and to wash 
out the cavity thoroughly from three to six times 
a day, according to the septic condition present. 

CoLyeR follows with a brief description of the 
results of his experience in connection with the Croy- 
don War Hospital. There are one or two main 
points in connection with the treatment in this 
hospital of which he speaks: As soon as the patient 
is admitted to the hospital, a peroxide mouth wash 
is given every two or three hours, and a 2 per cent 
solution of iodine is applied once every day. Skia- 
grams are obtained and short notes made; the pa- 
tient is then taken to the operating theater and given 
a general anesthetic, usually chloroform, when 
attempts are made to reduce the various fractures. 
Septic roots are removed, as well as the teeth on 
either side of the fracture. This is a universal 
rule throughout the hospital. The next step con- 
sists of the adaptation of splints, the fixation of 
which is generally left for two or three days, or until 
there is a certainty that all sources of sepsis have 
been removed. When the patient is practically 
convalescent and the fracture is completely healed, 
a retention splint is inserted; also before going back 
to the front, these soldiers are put through a dietetic 
course. Before they leave the hospital, they are 
changed from a liquid diet to a minced one, then 
to a boiled diet, and lastly to a roast diet. 

Colyer believes that the most important displace- 
ments in the treatment of jaw cases are those that 
occur when there is a fracture in the region of the 
last molar tooth; very often there is involved a loss 
of tissue to the extent of one-half to three-quarters of 
an inch. ‘The splints he uses are very simple; one 
to which he refers especially is known as the skull 
and mandible splint, consisting of a metallic splint 
moulded to the outside of the mandible in a knitted 
skullcap. Ununited fractures are usually due to 
the presence of a foreign body between the frag- 
ments, and, secondly, to a lack of rest, the foreign 
body usually being a tooth. Sinuses in connection 
with fractures of the jaw are, in a majority of cases, 
due to septic teeth. Scar tissue is cut away freely 
from the jaw, and forcible stretching of the soft 
tissue by means of plugs of vulcanite is adopted. 
“Stiff jaw,”’ in which the scars have to be stretched, 
is treated by using continuous stretching over a 
definite period. He has done bone-grafting in two 
cases, both successfully. 

Sir FREDERICK EvE believes that the ideal method 
of bridging over gaps in the mandible is transplanta- 
tion of bone. This operation is rendered very much 


easier if splints are firmly cemented to the teeth 
across the gap. He has transplanted a portion of 
the eleventh rib. He has not as yet seen a case in 
which plating in gunshot fractures of the mandible 
seemed advisable. 

HERNE states that the treatment may be divided 
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into two main stages: (1) the correction of displace- 
ments and support of fragments while the healing 
of soft tissue and bony union is taking place; (2) 
the fitting of some prosthetic apparatus for the re- 
placing of lost parts; restoration of the function of 
mastication — possibly also of speech — and re- 
duction of disfigurements. The interval between 
these two stages should be devoted by the patient 
to the stretching of the scar tissue and the massage 
of any cicatricial bands that may have formed 
during the healing of the soft tissue. He believes 
it important that splints be simple and aseptic in 
design, and applied in a manner which will avoid 
the damming of discharges. 

Mummery refers only to the methods dealing 
with missing portions of the mandible where large 
or smaller portions of the arch have been destroyed, 
leaving a gap in its continuity. Where large por- 
tions of bone are missing, artificial restoration, he 
believes, is the only course possible in the majority 
of instances; where a portion extending onc-half 
or three-quarters of an inch are missing, he believes 
that osseous union will take place in the great ma- 
jority of cases. He doesnot believe in the old meth- 
od of bringing the fractured ends together by wiring 
them, although he realizes that it requires a longer 
period of time to obtain a firm bony union across 
the gap than it does when the ends of the fragments 
are in contact. 

Nortucrort endorses Hayes’ view as to plastic 
operations being performed without consultation 
with the dental surgeon. He presents the photo- 
graph of one patient who had his right maxilla 
fractured, and the mandible in four places, with loss 
of substance on the right, and no remaining tooth 
in the posterior fragment; the occlusion being main- 
tained here by intermaxillary attraction, until 
such time as phlanged dentures can be inserted with 
a reasonable prospect of success. He has also de- 
signed a temporary cap splint which is uncemented, 
has the front cut away, is easily removable, being 
ligatured to three or four teeth, round loops on the 
lingual side, and round vertical wires on the buccal 
side. 

BENNET says that his experience does not lead him 
to subscribe to the views of Colyer that the chief 
thing to seek is bony union even if there should re- 
sult some lack of normal occlusion. In regard to 
apparatus, he is in favor of removable rather than 
fixed splints. 

CoLe also dissents from the views held by Colyer 
on the question of occlusion versus union and be- 
lieves, as does Hayes, that the presence or absence of 
a single tooth on a fractured portion may suffice to 
change the method of treatment entirely; and further, 
he believes that conservation of one or two particular 
teeth will render relatively easy what would other- 
wise be a task beset with difficulties. Sostrongly is he 
convinced of this, that he has had root treatment 
carried out on the operating table. He believes, 
most emphatically, that early reduction and re- 
tention of fragments in jaw injuries are effectual 
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means of combatting sepsis, and add materially to 
the comfort and well-being of the patient. He 
also thinks that the dental surgeon should be a 
skilled technician; that he should be willing to make 
his services subserve the immediate, and anticipate 
the ultimate requirements of the surgeon; and 
he believes that the surgeon should have a working 
knowledge of the range and extent of the dental 
surgeon’s possibilities, and that he should know 
and make known his requirements. 

BENNETT believes that in all cases of surgical work 
on the jaw care should be taken to preserve every 
tooth that is taken out, so that, in peace times, they 
may be examined carefully. 

James has found that where there is contraction 
of scar tissue, pressure can be obtained from a 
length of rubber tubing introduced into the mouth 
in such a manner as to bring pressure upon the con- 
tracted tissue; quite thin tubing is used at first, and 
the heavier rubber introduced later. Pressure is 
obtained by an arrangement of the tube in a U- 
form, and it may be increased by tying the two 
free ends together to form an oval. 

PEARCE agrees with Payne, and emphasizes 
the four points with which the’ latter concludes. 
He regrets that the authorities have allowed these 
cases to go six or eight months before referring them 
to the dental surgeon. 

TurRNER finds that Dakin’s solution is extremely 
useful in these cases of sepsis. He agrees with the 
other speakers in the use of cemented splints, es- 
pecially where there is a possibility of having to re- 
move them in order to extract a root. Regarding 
the loss of bone, he agrees with Mummery. He 
thinks that all metals used in bohe repair are apt to 
work loose subsequently. Where the cicatrix is 
once stretched, a return may be prevented by the 
exertion of a small amount of force, applied daily. 

CaRTER believes that wire suturing of the jaw 
causes fixation at once, and is followed quickly by 
osseous union. He is in favor of silver-plated copper 
wire (No. 19-BWG), and a special key for twisting 
it up, as well as a flexible needle for returning the 
wire. The drill must not be revolved too rapidly 
or advance too quickly, or necrosis will be caused 
by heating. A small rubber tube to protect the 
lips is put over the twisted ends of the wire before 
being turned down, or a thin strip of rubber dam 
may be wound round them and the two ends tied. 

Emit C. RosiTsHEK. 


Rico, I.: Calculus of Wharton’s Duct (Calculos del 
canal de Wharton). Rep. de med. y cir., Bogota, 
1916, vii, 343. 

Calculus of Wharton’s duct is of relatively rare 
occurrence. The author reports a case in a man 
of 50. Thirty years previous he had had acute 
pain in the left submaxillary gland followed by 
inflammation. Recently the pain reappeared in 


this region accompanied by fever, etc., followed 
by genuine salivary colic and abundant discharge 
of saliva and pus. 
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By palpation a hard mass was located in the 
direction of Wharton’s duct, and the diagnosis of 
a calculus was verified by passing a sound. The 
patient would not permit an incision to be made. 
Later on the calculus perforated the mucous lin- 
ing and appeared in the mouth. The symptoms rap- 
idly disappeared. W. A. BRENNAN. 


Guibé: Cranial Wounds in War Surgery (Considér- 
ations sur les plaies du crane en chirurgie de guerre). 
Presse méd., 1916, p. 205. 


In fifteen months Guibé has observed 37 cranial 
injuries of which 23 have been trephined. In the 
other 14 cases intervention was useless. They all 
died within 12 hours of their arrival. 

As regards the evolution of such injuries Guibé 
emphasizes the frequency of cerebral hernia after 
intervention for penetrating wounds with dura 
mater injury; also the frequency of encephalitis 
and the rarity of meningitis. 

Non-penetrating wounds in general heal; pene- 
trating wounds, on the contrary, are almost always 
fatal. Frontal region injuries are generally more 
benign than parietal. 

Early intervention is necessary. If there is no 
functional trouble and no evidence of a lesion of the 
dura mater it is better to abstain from opening it. 
To prevent cerebral hernia recourse should be had 
to repeated lumbar punctures; but it is even better 
to make an early and sufficiently large trephination, 

W. A. BRENNAN. 


Schmidt, P.: Pneumococcic and Meningococcic 
Meningitis After Fracture of Base of Skull 
(Pneumokokken und meningokokken Meningitis 
nach Schaedelbasisfraktur). Deutsche med. 
Wehnschr., 1916, xlii, 124. 


Schmidt reports an interesting case of meningitis 
with double infection by pneumococci and meningo- 
cocci. The patient, a workman, had suffered a 
fracture of the base of the skull, and was removed to 
the hospital seven days afterward. He died the 
next day. . Bacteriologic examination of the spinal 
fluid made on the date of his entrance to the hos- 
pital showed pneumococci and meningococci in 
approximately equal quantities. The blood exam- 
ination showed only pneumococci. 

Autopsy showed a fracture of the upper part of 
the sphenoid and ethmoid fissure. The dura mater 
was not injured. Blood-clots and mucus were 
found in the sphenoidal sinus; the mucosa of the 
superior nasal cavity was tumefied and inflamed. 
There was no inflammatory process in connection 
with the ethmoid and sphenoid. The lungs showed 
on both inferior lobes bronchopneumonic multiple 
foci of three or four days’ formation. 

That the infection of the meninges in this case 
was direct from the inflamed upper ‘parts of the 
nasal cavity either through the ethmoid fissure or 
that of the sphenoid and therefore by the lymphatics 
and not by the blood seems to the author not to 
need demonstration. If the infection had been 
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through the blood it would be natural to expect 
that this would have shown the presence of meningo- 
cocci as well as pneumococci. W. A. BRENNAN. 


Kanoky, J. P.: Thyroid Tumors of Bones, with 
Special Reference to Non-malignant, Pulsating 
Tumors of the Skull. Surg., Gynec. & Obst., 1916, 
xxii, 679. 

The author reviews the literature on thyroid tu- 
mors found in bones and gives a brief résumé of 
cases thus far reported. He describes in detail a 
case coming under his own observation. As a 
result of his study he concludes: 

1. That from the literature the majority of in- 
vestigators conclude that primarily all metastatic 
thyroid tumors are histologically benign. 

2. That metastatic tumors could result from 
small particles of thyroid tissue which have found 
their way into the circulatory apparatus. 

3. That in many cases of thyroid metastatis there 
is no hyperthropy of the glands or apparent patho- 
logical condition. 

4. That the malignant character of some of these 
tumors is due to some secondary influence, possibly 
engendered by the thyroid cell acting as a foci of 
continued irritation. 

5. That the deposition of embryonic thyroid 
cells is tenable, and may be the greatest factor in the 
production of thyroid metastases, but the growth of 
such cell outside of its direct environment is made 
possible by some peculiar systemic condition as yet 
unknown. 


Leopold, S.: Circumscribed Purulent Leptomenin- 
gitis Due to Frontal Sinusitis. J. Am. M. Ass., 
1916, Ixvi, 1676. 

Two cases are reported. These cases, as well as 

a study of the literature, show that the symptoms 

are frequently preceded by weeks or even months of 

nasal catarrh, with frontal headache, or they may 
occur after only a few days, following an attack of 
influenza. (£dema and discoloration of the eyelid, 
with tenderness over the orbit, frequently precede 
the cerebral symptoms when disease of the wall of 
the sinus or orbit is present. Frontal headache 
is present in nearly all cases, though pain in the 
head is not limited to that region. The pulse and 
temperature are not characteristic. Rigidity of 
the neck and Kernig’s sign, though noted in both 
the cases reported, are not frequent symptoms. 

Paralytic symptoms are noted usually in a later 

stage of the disease. Irritability and restlessness, 

alternating with clouding of the sensorium, are 
sometimes the only meningitic symptoms present, 
and death sometimes comes before the development 
of paralytic symptoms. The pure meningitis fol- 
lowing frontal sinus disease is less frequent than 
brain abscess, but much more frequent than throm- 
bophlebitis. 

The explanation of this phenomenon depends on 
the route of infection which may be direct, through 
the interstices or necrotic walls, or indirect, through 
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the venz perforantes of the sinus and orbit or through 
the lymphatics. 

It seems that in many cases the dura escapes 
involvement, that incision is necessary in all cases 


‘in which absence of lesions on the surface is noted. 


This holds true, not only for the meningitic cases, 
but also for the subdural and frontal lobe abscesses. 
Epwarp L, CorNE LL. 


Hartmann, H.: Cranial and Craniocerebral Wounds 
(Plaies craniénnes et cranio-cérébrales). Bull. et 
mém. Soc. de chir. de Par., 1916, |xii, 1263. 


Hartmann’s observations are based on 152 cases 
reported by different operators. Of the injuries 
60 per cent were in the parietotemporal region; 
22 per cent in the frontal region; 18 per cent in the 
occipital region. In 130 cases there was a complete 
fracture of the skull and in 85 of these the dura mater 
was involved. 

The prognosis of cranial injuries by gunshot is 
grave and varies not only with the intensity but 
also with the site of the lesion, temporal lesions being 
the most severe, parietal, frontal, and occipital 
following in severity in the order named. The last 
gives 100 per cent recovery. W. A. BRENNAN. 


Villaret, M., and Faure-Beaulieu: The Grave Ac- 
cidents of Late Appearance in Craniocerebral 
Wounds of War (Les accidents graves d’appa- 
rition tardive chez les blessés de guerre cranio- 
cerebraux). Bull. et mém. Soc. méd. d. hép. de Par., 
1916, xxxii, 535. 

The authors give particulars of 27 cases of cranial 
wounds out of a total of 256 which have presented 
grave accidents appearing several months after the 
traumas. These cases are classified under four 
headings: (1) late epilepsy, (2) grave mental 
troubles, (3) meningeal infection and abcess of the 
brain, (4) late brain hernia. 

Mental troubles and late cerebral hernia are ex- 
ceptional. The most frequent and important results 
are late epilepsy and suppurative meningo-encepha- ~ 
litis. Meninigitis and suppurative encephalitis were 
noted in four cases appearing from two to eight months 
after the traumas. The study of these cases has 
shown the important part played by the persistence 
of foreign bodies and metallic débris in the lesion. 
In the case of late epilepsy it is most interesting 
from the point of view of the lapse of time after the 
trauma. In one case this extended to thirteen 
months, but most often it oscillates between four 
and ten months. 

Most of these cases have been trephined for the 
primitive injury. 

The practical conclusions which the authors draw 
from their study of the cases are that in the case 
of men trephined or presenting traces of cranio- 
cerebral -traumas, the future prognosis must be 
reserved even in the absence of flagrant symptoms 
of central nervous lesions. Systematic radiologic 


examination of the cranium should always be 
made to discover metallic débris or osseous particles; 
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these are foci which provoke late grave results. 

Such men should not be returned to the front but 

kept at duty in the rear under medical supervision. 
W. A. BRENNAN. 


Sharpe, W.: Observations on the Diagnosis and 
Treatment of Brain Injuries in Adults. J. 
Am. M. Ass., 1916, Ixvi, 1536. 


The author believes that the mortality of brain 
injuries in adults has heretofore been high (46 to 
68 per cent in all cases), because patients have been 
allowed to reach the dangerous stage of medullary 
compression. The signs and symptoms giving 
warning of increased intracranial pressure and result- 
ing medullary compression are carefully discussed 
and the importance and value of frequent observa- 
tion regarding pulse, optic discs, intraspinal pres- 
sure, and the presence of blood as noted by lumbar 
puncture, repeated if necessary, are pointed out. 

In a series of recent brain injuries, chiefly fractures 
of the skull, operation was performed on 79 with 
only 14 deaths. Operation in the presence of shock 
with a pulse-rate of over 120 is absolutely contra- 
indicated. 

While valuable for diagnosis, lumbar puncture 
should not be used for the purpose of lowering high 
intracranial pressure for fear of medullary choking 
in the foramen magnum. 

X-rays are of little importance in the treatment 
of fractures of the skull. 

As regards late results of untreated fractures of 
the vault or base, the author looked up a series of 
cases and found 67 per cent were still suffering from 
the effects of the injury. 

The common complaint was headache on exertion. 
Other symptoms were vertigo, irritability, and 
epileptiform spells, the patients often being dis- 
qualified for employment. Of these cases 74 per 
cent had had a pulse-rate below 70 following in- 
jury. 

The author believes the late results are due to an 
increase of intracranial pressure for a long period. 
Treatment in the majority of cases with increased 
intracranial pressure should be early decompression; 
all compressed fractures of the vault should be 
elevated or removed for fear of later complications. 
Palliative treatment may assist in bringing about 
recovery in milder cases but the large proportion 
require operative relief of the increased intracranial 
pressure due to hemorrhage or to the increase in 
amount of cerebrospinal fluid sufficient to produce 
a wet, oedematous, swollen brain. 

In post-traumatic conditions due to long increase 
of intracranial pressure a large percentage can be 
improved by operation. ‘The operation of choice in 
both selected acute and chronic cases of brain 
injury is subtemporal decompression. The author 
recommends a straight vertical incision from 
zygoma to parietal crest and longitudinal splitting 
of the fibers of the temporal muscle. This gives 
better hemostasis and union of the divided muscle. 

Horace BINNEY. 
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Grey, E. G.: Studies on the Localization of Cere- 
bellar Tumors; the Pointing Reaction and the 
Caloric Test. Am. J. M. Sc., 1916, cli, 693. 

The records of 31 cases of cerebellar and extra- 
cerebellar tumor are discussed relative to the im- 
portance of the pointing reaction (Barany) and of 
the caloric test. 

The situation of the growths in the 31 cases was 
as follows: 3 in the vermis, 10 in one hemisphere, 
5 involving the entire cerebellum, 8 cerebellopon- 
tine, and 1 extracerebellar. 

Grey concludes that the caloric test has proved 
to be an important means of differentiating laby- 
rinthine from intracranial disease. Together with 
the pointing reaction, this test has been found of 
value in localizing circumscribed lesions in the 
cerebellum. 

In most patients having tumors in the cerebello- 
pontine region, new-growths, and in certain of 
those with tumors of one or the other hemisphere, 
the reactions were sufficiently characteristic to be 
of supplementary value in localizing the disease. 
In other patients with intra- or extracerebellar 
tumors, the results were often ambiguous, at 
variance with other physical findings and, had 
great reliance been placed upon them, would have 
led to erroneous conclusions. 

There are probably a number of factors responsi- 
ble for an atypical reaction in patients with cere- 
bellar tumors, among which are (1) greatly increased 
intracranial pressure, due to internal hydrocephalus, 
and (2) the diffuse nature of many of the tumors 
common to the cerebellum. D. L. Desparp. 


Livierato, Spiro, and Cosmettatos, G. F.: Tumors 
of the Hypothalamic Region of the Middle 
Brain (Sui tumori della regione ipotalamica del 
cervello intermedio). Riforma med., 1916, xxxii, 449. 


Tumors of the hypothalamus of the brain com- 
prise those which develop in the mamillary, hypophy- 
sary, and chiasmatic regions. Their development 
and the consequent compression not only provokes 
destruction of one of the regions mentioned but 
also of the nerves which traverse the base of the 
cranium in the neighborhood of the hypothalamic 
region and thus produce multiple cerebral phenom- 
ena. The symptomatology varies according to 
the point primarily attacked and the more or less 
rapid progress of the tumor. 

The authors report in detail a case of psammoma 
of the hypothalamic in a woman of 37. In addition 
to general and nervous symptoms, the patient 
showed marked special sensory symptoms. There 
was complete loss of smell on both sides, also 
atrophy of the papilla of the optic nerve both left 
and right, followed later by amblyopia of the left eye 
with persistent, intense pain. A cerebral tumor was 


diagnosed and a trepanation done in the right tem- 
poral region, but nothing of importance was dis- 
covered. The woman died in coma six days 
after the operation. 
at autopsy. 


The tumor was demonstrated 
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In reviewing the literature concerning the fre- 
quency of tumors of the perichiasmatic region the 
authors find that in the case of tumors developed 
in the meninges, into which category their own case 
falls, only three such cases have been reported. 
They state that the case reported by Heinrichsdorf, 
and their own case constitute a special category, i.e., 
that of psammomata of the prechiasmatic region, 
and that these two cases are the first reported up 
to the present time. 

From the anatomoclinical study of their own and 
other cases the authors find that the monolateral 
involvement of the optic nerve first observed and 
accompanied by anosmia fixed the location of the 
tumor at the anterior angle of the chiasma. ‘This 
anosmia which is due to a destructive compression 
of the perforated anterior substance or of the ol- 
factory nerve has a great diagnostic value, particu- 
larly when no other nerve besides the optic is in- 
volved. The compression or destruction causes 
degeneration of the nerves of Lancisi which unite 
the peripheric and central olfactory apparatus. 

The authors claim that circumhypophysary 
tumors may develop and attain great size without 
the hypophysis itself being clearly attacked or dis- 
turbed in its functions. W. A. BRENNAN. 


Castex, M., and Costa, S.: Ad arcinoma of the 
Cerebellum (Adenocarcinoma cerebello). 
Prensa. méd., Argent., 1916, No. 30, 361. 


The author describes the case of a man 32 years 
old, who had been ill for six months with violent 
and continuous headaches, localized in the anterior 
part and right side of the head. He vomited with- 
out initial nausea and without the ingestion of 
food; at times, nausea was so intense as to interfere 
with his standing or walking, and he had manifes- 
tations of falling on the left side. The patient 
was constipated. Reflexes, pulse, Romberg, lungs, 
pupils, etc., were all normal. The urine and blood 
were negative. Lumbar puncture gave out a liquid 
with a normal tension, and flowing drop by drop; 
clear; Apelt’s and albumin reactions present; 
Wassermann negative; lymphocytic sediment. 

The patient received biocyanide of mercury 
(0.01 to 0.02 cg.) daily, intravenously, and 4 to 6 
gm. of KI, daily. The symptoms diminished in 
intensity for the first week. From the fifteenth 
day, however, the symptoms increased to such an 
extent that the patient could not move from his 
bed; his eyes were closed and he moaned continu- 
ously. The cephalalgia became so extreme that the 
patient would take his head between his hands and 
scream in agony. The headache was no longer 
frontal, exclusively, but occipital as well. The 
position he would assume in preference was a right 
lateral decubitus, and pain was evident upon muscu- 
lar pressure. Babinski’s sign was present on both 
sides. Deep and muscular sensations were present. 
The pupils reacted well, but were found to be un- 
equal. There was left facial paresis in the region of 
the superior and inferior facial. There was bradyla- 
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lia and a depressed intellect. After another lumbar 
puncture, which showed no tubercle bacilli, nor 
a positive Wassermann; 90 per cent lymphocytes 
and ro per cent polynuclears, the patient entered a 
state of continuous excitement and was unamenable 
to morphine treatment given in repeated doses. 
The symptoms continued unabated until a comatose 
condition ensued and death occurred several hours 
thereafter, or about 11 months from the onset of 
the disease. 

As to the diagnosis, there were two possibil- 
ities: a tumor of the right frontal lobe, with 
cerebellar symptoms due to counterpressure; and 
a cerebellar tumor in the right hemisphere. An 
autopsy furnished the following findings: Dura 
tense and hyperamic; cerebrum markedly congested. 
A macroscopic examination of the cerebellum show- 
ed that the entire right lobe and the isthmus were of 
a gelatinous consistency. The border or the poste- 
rior margin of the right hemisphere presented a 
stratification of the circumvolutions, much less than 
in the left, without an involvement of the meninges. 
A horizontal incision was made, passing through the 
center of both cerebellar hemispheres and comprising 
the median cerebellar peduncles, also the dentate 
nucleus. Interesting changes were observed An 
enormous mass occupied the posteror third of the 
right hemisphere, and from it flowed a substance of 
an albuminous consistency, of a yellow-pinkish 
color, leaving behind a series of cavities, few in 
number and of various sizes. The mass was of a 
heterogenous aspect, some parts compact, others 
spongy; some hard, others soft, of a mixed color, 
with definite borders in some parts and diffuse in 
others, infiltrating the nervous tissue in some parts, 
compressing and covering it entirely in others. 
Vascularity, rich. Certain zones were easily enu- 
cleated, while the greatest portion of the mass was 
infiltrated and could not be enucleated. The 
anterior posterior diameter of the mass was 3 cm., 
transverse diameter 4 cm., vertical diameter 3 cm. 
The shape was more or less spherical. 
part was not smooth. ‘The cortical substance of the 
circumvolutions was not invaded; it was found com- 
pressed and crushed, but not attached to the tumor. 

A histologic study of the tumor showed it to be 
a tumor of a carcinomatous type with cylindrical 
cells, of the form known as adenocarcinoma. The 
neoplastic cells showed extreme proliferation. Ap- 
parently there was no relation of contiguity or con- 
tinuity between the carcinoma and the fourth ven- 
tricle, whence epithelial plexus could have origi- 
nated. The cylindrical type of the adenocarci- 
nomatous cells have probably a direct or indirect 
relation to the ventricular ependyma. 

Raout L. Vioran. 


NECK 


Geist, G. A.: Congenital Cysts and Fistulz of the 
Neck. St. Paul M. J., 1916, xviii, 157. 

The author insists that congenital cysts and 

fistulae of the neck must be divided into two groups, 


Its anterior © 
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according to the embryologic origin of each: (1) me- 
dian and (2) lateral cysts and fistula. He then takes 
up the subject of median cysts and fistulae and gives 
the theories of their origin as outlined by the works 
of Streckeisen and His. 

The views of Wenglowski, as published in 1912, 
are quoted. The site of the opening depends greatly 
upon the size of the cyst, and upon the attachment 
of the cyst wall to the skin, due to inflammatory 
processes. Cysts are usually irregular in shape, 
projecting into the connective tissue, and, if rup- 
tured, the resultant fistula is tortuous, making the 
passage of a probe difficult. Injection of colored or 
flavored liquids to determine, if possible, the com- 
munication with the foramen cecum, is usually 
futile, unless pathological rupture into the mouth 
has occurred. 

A patient, aged 21 years, presented a subhyoid, 
median, fistulous opening. Diagnosis was made 
after an injection of bismuth paste, and X-ray. 
Total extirpation of the walls of the cyst was per- 
formed, with good results. 

Lateral fistule are classified as complete and in- 
complete, and the latter divided into incomplete 
nternal and incomplete external fistulae. The 
complete occurs in the young or is present at birth, 
but the cyst formation occurs in later life. Fistule 
are found more frequently on the right side and are 
rarely bilateral; the external openings are usually 
single. The secretion is a mucous fluid, clear or 
turbid, the amount varying from a few drops to an 
almost continuous flow. 

The caliber of the canal is so small that the finest 
probe is passed with difficulty, or so large as to 
allow the passage of food particles from the pharynx. 
Injection of fluid will establish a diagnosis of com- 
plete or incomplete fistula. The diagnosis of lat- 
eral cysts is not so easy as in the case of fistula. 

Geist believes there are two methods in the treat- 
ment of cysts and fistula of the neck: (1) injection 
of irritant drugs into the fistula or cyst; (2) total 
extirpation of the cyst or fistula wall, the latter 
being the better. 

Two cases are reporied. One case was a girl of 
eight years who presented two small openings mid- 
way between the chin and the clavicle, over the 
sternocleidomastoid muscle of the right side. The 
other was that of a woman of thirty years who pre- 
sented a vertical scar two inches in length in the 
middle of the border of the sternocleidomastoid 
muscle, and, in the lower end of the scar, a small, 
pin-point opening was present. Both were operated 
upon with good results. Emit C. RopitsHEk. 


Begouin: Results in Seventeen Cases of Neck 
Resection in the Secondary Period of Traumat- 
ic Arthritis (Résultats de dix-sept cas de resection 
du coude dans la periode secondaire de l’arthrite 
traumatique). Bull. et mém. Soc. de chir. de Par., 
1916, xlii, 802. 


Begouin points out that the enthusiasm of Le- 
riche and other partisans for immediate or very 
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early resection of the neck in cases of arthritis should 
be tempered and that the advice of Quénu should be 
followed who urges that there be further observations 
before coming to a definite conclusion in the matter. 

Begouin gives the results of 17 cases of resection 
of the neck in cases of arthritis caused by projec- 
tiles in which operations have been performed by 
different surgeons and in which Begouin has had 
the opportunity of judging the end-results, which 
are quite deplorable. Of the 17 cases the neck is 
unbalanced in 15 and the forearm is inert even after 
effort; in the other two the arm is somewhat better 
but still the patients cannot raise anything to their 
mouths, nor button their clothes. 

Begouin thinks that the good results reported 
have occurred in the case of surgeons who were 
specially familiar with this resection and were able 
to devote sufficient time for personal supervision of 
the after-treatment which is most important. 

In the hands of the average surgeon, he thinks the 
results will not be better than those reported; and 
he is of the opinion that interference by resection 
in the secondary period will not give as good results 
as would be obtained by allowing an ankylosis 
to be established in good position. Large arthrot- 
omy incisions, lavage of oxygenated water, curret- 
tage, etc., should be the treatment which will either 
effect a recovery or leave an ankylosis. 

HARTMANN, QuéNnu, and Broca discussed the 
paper, and the general opinions expressed seemed to 
favor Begouin’s views with certain reservations. 

W. A. BRENNAN. 


Bell, A. J.: Prolonged Use of Tubes Following 
Diphtheria. Arch. Pediatrics, 1916, xxxiii, 161. 

The patient, aged one year, was suffering from 
laryngeal diphtheria, with a history of having been 
sick about two weeks. The child was decidedly 
toxic, temperature 103. 2°, pulse 140 or more, and the 
respirations of the Cheyne-Stokes type. There was 
marked retraction of the chest wall upon inspiration. 
No membrane was visible upon the tonsils or phar- 
ynx. A dose of 20,000 units of antitoxin was injected 
into a vein and 5,000 into the thigh. The respira- 
tory failure was due to the general toxemia. On 
attempting intubation, the patient ceased to breathe 
and went into profound collapse. The pulse 
could not be felt nor the heart sounds heard and for 
several minutes the child appeared to be dead. 

A low tracheotomy was done, artificial respiration 
performed, and stimulants given. The patient 
finally began to breathe, at first with only mechanical 
gasps, due to the manipulations, and then by the 
return of the pulse. After breathing began, suf- 
ficient air entered the lungs, but a most distressing 
cough kept up for half an hour or so. This was 
immediately relieved by allowing two or three 
drops of a 2 per cent cocaine sulution to run down the 
tube. Steam inhalations and tent were used from 
the start. For several days rectal feeding was re- 
sorted to because of the tendency to choke. On 


the fifth day a very slight amount of air entered 


through the larynx when the opening of the tube was 
closed. On the seventh day the tube was removed 
for fifteen minutes. Although some air entered 
through the normal passage, nearly all the breathing 
was through the opening in the neck. 

On the ninth day 20,000 units of antitoxin was 
given on account of the large oedematous swelling 
of the fauces, which mechanically interfered with 
feeding. This condition improved the following 
day. Between the ninth and the twenty-first day 
there was no change in the tube situation. On the 
twenty-eighth day, the child’s temperature was nor- 
mal for the first time. On the twenty-ninth day the 
patient’s general condition was excellent. The 
finger was placed over the opening of the tube and a 
sudden pressure applied to the chest wall with the 
result that the child uttered a distinct cry and 
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coughed several times. This was successfully 
repeated every few minutes for half an hour. On 
the thirty-first day, the tracheotomy tube was re- 
moved permanently and the child had no further 
difficulty in breathing through the larynx. 

Without warning or physical signs to account for 
it, two days later the child developed a subnormal 
temperature and typical Cheyne-Stokes breath- 
ing. On the thirty-fifth day, 20,000 units more of 
antitoxin (making in all 65,000 units) was given. 
At this time the throat cultures were still positive. 
After this further progress was uninterrupted. 
There were no paralyses of any kind; phonation 
was normal; and the child was discharged in excel- 
lent condition, after having been in the hospital 
for two months. ° 

Epwarpb L. CorNneELL. 


SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Durante, L., and MacCarty, W. C.: Tuberculosis 
of the Breast. Ann. Surg., Phila., 1916, lxiii, 668. 


The authors have observed 10 cases of tuberculo- 
sis of the breast. In 3 of them no primary focus was 
clinically demonstrable; in 3 no clinical tubercu- 
lous lesion except the axillary lymphatic involve- 
ment was demonstrable; in 1 there was an associated 
pleurocostal lesion; and in 3 there were evidences 
of pulmonary tuberculosis. 

From a review of the literature, the following 
seem to be the important points in the disease: 

1. The period of greatest susceptibility is between 
the twentieth and fortieth years. A total of 180 
cases have been reported. 

2. Although there is no apparent relation between 
the two diseases, 17 cases have been reported in 
association with neoplastic processes. 

3. Practically every case is secondary to a pri- 
mary focus elsewhere in the body, although infec- 
tion by way of an abrasion in the skin is possible. 


Fig. 1. Showing the line of incision. (Jennings.) 


4. Most observers have considered the blood 
stream to be the most common route of infection, 
though in certain cases the organisms were apparent- 
ly carried reversely from the neighboring lymphatic 
glands. 

5. A microscopic diagnosis is essential in practi- 
cally all cases, although other means, suchas cultures, 
smears, and guinea-pig injections should not be 
overlooked. GATEWoop. 


Jennings, J. E.: Cancer of the Breast. WN. Y. 
M.J., 1916, cii, 980. 

The author emphasizes the necessity of early 
diagnosis and operation and points out that 76 
per cent of breast tumors in women over thirty 
years of age are malignant. In cases under that 
age, less than ro per cent are malignant. 

The examination of the breast should be 
thorough; cancer is more common in the upper quad- 
rant, under the nipple, and on the outer side. Be- 
nign neoplasms occur more frequently in the inner 
quadrant. Flattening, retraction of the nipple, or 
shortening of the radial axis is suggestive of carcino- 
ma, especially scirrhous, which causes contraction 
of the suspensory ligaments of the breast, elevating 
the affected nipple an inch or more. In later cases 
when the skin itself is infiltrated, difference in color 
may be seen, or the orange or pig-skin pitting will 
make its appearance, or chronic eczema with dis- 
charge from the nipple. 

If the clinical diagnosis is not conclusive, the 
breast should be explored and the diagnosis made 
from the gross examination or from frozen sections. 

The essentials of a radical removal of the breast 
is a wide skin incision with a wider removal of the 
deep fascia, the pectoralis major, minor, axillary 
fat, and lymphatics. The fascial removal should 
reach below the ensiform and the epigastric triangle 
of Handley. The supraclavicular glands should be 
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After the breast has been removed. (Jennings.) 


Fig. 2. 


removed when the growth is in the upper or inner 
part of breast. 

Illustrations show the incisions that Jennings 
has found useful. D. L. Desparp. 


Lenormant, C.: Some Observations Regarding 
the Removal of Projectiles by Thoracotomy 
(Quelques observations de _ projectiles enlevés 
par thoracotomie). Bull. et mém. Soc. de chir. de 
Par., 1916, xlii, 570. 

The author reports 8 cases of removal of intra- 
thoracic projectiles by thoracotomy, and the par- 
ticular point to which he draws attention is the 
advantage of large pleural openings. He thinks 
the procedure of choice is the resection of a single 
rib for a distance of 10 or 12 cm. This can be done 
bloodlessly in a few minutes and without any liga- 
ture being necessary later. 

It gives ample opportunity to palpate and exam- 
ine the thoracic cavity, to expose a pulmonary 
lobe if necessary, to approach the mediastinum 
and to raise and incise the diaphragm. 

After operation a few sutures of the soft parts 
of the intercostal spaces will hermetically close the 
thoracic breach. 

The large opening of the pleura has never been 
the cause of any accidents in the author’s practice. 
For a long time he insisted on the harmlessness of 
operatory pneumothorax, and he thinks that recent 
experience in intrathoracic surgery has confirmed 
this opinion. The fear of opening the pleura should 
be dismissed from the surgeon’s mind. Under a 
rigorous asepsis the operations can be done in the 
thorax just as in the abdomen. 

The majority of Lenormant’s patients have had 
a total pneumothorax. None has shown the least 
respiratory or circulatory incident. If there should 
be some irregularity of respiratory movements on 
the entrance of the air traction of the lung will 
restore order. . 

In this procedure no drainage is indicated. Re- 
sorption of intrapleural air is so rapid that he has 
not found it necessary to aspirate it. 

The cases reported by Lenormant comprise 3 
intrapulmonary foreign bodies, and 2 foreign bodies 
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Fig. 3. Showing suture line. (Jennings.) 


of the mediastinum, one in front of the posterior 
part of the sides, the other being situated behind 
the pericardium, at the depth of 13 cms. 

A sixth case is that of a projectile included in 
the thickness of the diaphragm. In a patient 
recently operated upon Lenormant has extracted 
by transpleural transdiaphragmatic lapar- 
otomy a bullet situated in the convex face of the 
liver. W. A. BRENNAN. 


Burk: Extraction of a Piece of Grenade from the 
Pleural Cavity by Means of the Electromagnet 
(Extraction eines Cranatsplitters aus der pleura 
Hoehle mittels des Elektromagneten). Deutsche 
med. Wchnschr., 1916, xlii, 134. 

The question as to which should be preferred, 
the operatory method or the use of the electro- 
magnet, for the extraction of portions of projectiles 
retained in wounds or in cavities does not admit 
of discussion. The operatory method is in the 
majority of cases the most secure, the easiest, and 
the least dangerous. In the trachea, the oesophagus, 
and intrathoracic regions, however, in which opera- 
tion is difficult or impossible, extraction of the 
foreign body must be made generally by means of 
the electromagnet. 

The case reported by Burk was that of a soldier, 
who in addition to a gunshot wound had two 
punctured wounds about the level of the tenth 
right costal. In the right thorax about the level of 
the middle of the scapula, there was a very pro- 
nounced cutaneous emphysema. In the pleural 
cavity there was evident wheezing which extended 
to the angle of the scapula. Exploratory puncture 
was bloody. Resection of the tenth costal released 
about 500 ccm. of a foetid, purulent, bloody liquid 
with little particles of projectile. On recovery 
from this operation the patient was sent to a base 
hospital where it was found that the right lung was 
greatly collapsed and that the pleural wound gave a 
very foul secretion containing py6cyaneus micro- 
cocci. By means of a sound a fragment of projec- 
tile could be felt in the pulmonary pleura about 10 
cm. from the operatory wound. ‘The rigidity of 
the thoracic wall did not favor extraction of the 


projectile by the ordinary operative method; more- 
over the patient’s condition did not warrant further 
operatory damage to the lung. The author there- 
fore determined to endeavor to withdraw the frag- 
ment with the electromagnet. After some fruitless 
attempts he succeeded in extracting the fragment 
which was about 1.5 by 2 cm. in size. A few days 
after the extraction the suppuration ceased and 
within a few weeks there was a gradual extension of 
the collapsed lung. The patient improved and 
gained 22 lb. in weight though there was still some 
mastitis. W. A. BRENNAN. 


TRACHEA AND LUNGS 


Green, N. W., and LeWald, L. T.: Foreign Bodies 
in the Respiratory Tract. Ann. Surg., Phila., 
1916, Ixiii, 656. 

Although Hippocrates inaugurated intubation 
of the larynx in order to relieve suffocation, very 
little of note in the treatment of foreign bodies in the 
bronchi was brought forward prior to the work of 
Killian in 1896. Since that time many laryngolo- 
gists and surgeons have interested themselves in this 
pathological entity with the result that remarkable 
strides have been made both in diagnosis and treat- 
ment. 

In the laryngeal portion of the respiratory tract 
the vocal cords constrict the lumen. In the ven- 
tricle of the larnyx, objects frequently find lodge- 
ment. The next stopping place is at the level of 
the cricoid. The bifurcation of the trachea rarely 
arrests an object, as bodies small enough to pass 
the cords will slip into a bronchus. The right 
bronchus, from its size and position, is the one most 
frequently entered. The next point of arrest is 
in the epiarterial bronchus on the right or the hypar- 
terial bronchus on the left or in the “trunk” bron- 
chus on either side. A small body may penetrate 
the divisions of the “trunk” bronchus into the var- 
ious lobe bronchi and their subdivisions. 

Foreign bodies may be classified as mineral, 
metal, or organic. Most mineral and metal ob- 
jects are revealed by the X-ray. Some organic 
materials, such as pieces of bone, can be detected 
in the same way. ‘The most dreaded objects, how- 
ever, are the organic substances, such as seeds and 
beans, which cast no shadow and which swell 
rapidly. 

According to Bruenings, 69 per cent of foreign 
bodies occur in children less than twelve years of 
age. The greatest frequency is at about two years 
of age. 

All recently aspirated foreign bodies should first 
be sought by the X-ray and the bronchoscope, 
without delay, and removed if possible through the 
mouth. Should this attempt fail, a tracheotomy 
should be done or another effort made by means of 
the bronchoscope. Failing in this also, the wound 
should be held wide open by wires or by a large 
tube in the hope that the foreign body may be 
coughed out. If all attempts at immediate removal 
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fail, a period usually elapses during which the pa- 
tient may develop secondary changes in the lung, 
such as pneumonia, gangrene, abscess, and gener- 
ally an overlying empyema. If he recovers from 
these acute infections, he passes into the class of 
deferred cases, and removal of the foreign body in 
these deferred cases does not always effect a cure. 
The lung abscesses must be treated, along surgical 
lines, and even then it is not always possible to 
effect a cure, but only an amelioration of the afflic- 
tion. GaTEwoop. 


Canuyt, G.: War Injuries of the Larynx and 
Trachea (Les blessures de guerre du larynx et de la 
trachée). J. de méd. de Bordeaux, 1916, 1xxxvii, 93. 


Injuries of the larynx are comparatively rare in 
war. The statistics of military surgery of former 
wars show about 6 laryngeal for 10,000 wounds of 
other organs. In the present war Delorme has stated 
that wounds of the neck comprise about 3 per cent of 
all wounds and that wounds of the larynx and 
trachea are very rare. Guisez found in 720 wounds 
of the head and neck, 17 laryngeal and 2 tracheal. 
The larynx on account of its great mobility is able 
to protect itself from a projectile, but in case it is 
injured the man may die suddenly. 

The most important class of injuries referred to 
by the author are penetrating wounds of the 
larynx, which have for after-effect a traumatic 
stenosis, either circular or tubular. The treatment 
of these laryngostenoses consists either in tracheos- 
tomy, laryngostomy, tracheolaryngostomy, or pro- 
gressive dilatation. In the latter case after the first 
intervention and insertion of the cannula, the cavity 
is left open. This cavity is packed above the 
cannula with iodoform gauze by means of a dressing 
The dressing is replaced at the end of fifteen days 
or three weeks by a caoutchouc tube, the caliber of 
which is progressively changed. This is open 
caoutchouc tube progressive dilatation. When the 
dilatation is judged to be sufficient, say at the end 
of five or six months for circular stenoses, twelve to 
fifteen months for tubular, the caoutchouc tube 
is suppressed and a tracheolaryngeal plastic opera- 
tion is done which constitutes the last phase of the 
treatment. W. A. BRENNAN. 


Silvestrini, L.: Phrenicotomy in the Treatment 
of Some Chronic Diseases of the Lung (La 
frenicotomia nella terapia di alcune malattic 
croniche del polmone). Riforma med., 1916, xxxii, 
290. 

In recent years several surgical procedures have 
been suggested or practiced in chronic lung affec- 
tions, particularly tuberculosis, such as thoraco- 
plasty, artificial pneumothorax, and more recently 
the phrenicotomy proposed by Sauerbruch. 

Silvestrini has made experiments on dogs to test 
the effects of phrenicotomy, either unilateral or 
bilateral, on respiratory dynamics and on the pul- 
monary and diaphragmatic tissues. From _ his 
experiments he arrived at the following conclusions: 
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1. Unilateral or bilateral phrenicotomy in dogs 
is not in itself sufficient to suppress lung movement 
in a practically useful degree. 

2. In the early period other respiratory muscle 
power compensates for the deficiency of diaphragm 
movement. 

3. In the later period this deficiency in the motil- 
ity of the diaphragm is completely replaced (com- 
pensation of controlateral and “surrogate” inner- 
vations). 

4. Neither in the early nor late period is it pos- 
sible to observe any modifications of structure in 
the healthy lung. W. A. BRENNAN. 


Villeon, P. de la: Operative Extraction of Intra- 
pulmonary Projectiles (Extraction opérative 
des projectiles intra-pulmonaires). J. de méd. de 
Bordeaux, 1916, \xxxvii, 77. 


In a total of 1,700 wounded which have come 
under the author’s observation there were 80 penetrat- 
ing wounds of the chest. A large proportion of these 
were carriers of intrapulmonary projectiles. For 
their extraction the author sometimes employs 
thoracotomy with costal resection followed by 
pneumotomy and pleuropulmonary suturing con- 
secutive to restoration of the wall; sometimes he 
extracts under the radioscopic screen, following 
Mauclaire’s method which he has successfully em- 
ployed for projectiles having a 10- to 12-cm. 
parenchymatous depth. 

Comparing the procedures, he thinks that ex- 
traction under the screen is an excellent method, 
truly marvelous in its simplicity, its rapidity, and in 
the security which it affords. It only occupies a 
few minutes, sometimes only a few seconds. The 
patients are up by the fourth or fifth day and pleural 
and pulmonary reactions are trivial. He reports 
1o successful operations, 7 of which were performed 
under the screen. W. A. BRENNAN. 


Binet, L.: Indirect Traumatisms of the Lung Due 
to the Nearby Explosion of Large War Projec- 
tiles (Les traumatismes indirects du poumon déter- 
minés par l’éclatement 4 proximité des gros projec- 
tiles de guerre). Presse méd., 1910, p. 132. 


The author cites some illustrative cases to show 
that after shell explosions, although there is no 
external injury, hemoptysis of more or less gravity 
may be found in those who happen to be in the 
vicinity of the explosion. These sometimes may be 
very grave, as in the case of a soldier dying some 
moments after a shell burst near him without an 
external wound and in whom an autopsy showed in- 
trapleural hemorrhages with rupture of the lungs 
and gastric hemorrhage. 

Regarding the pathogenesis of such hemoptysis 
the author points to two theories: (1) the chemical 
which suggests pulmonary hemorrhage due to intox- 
ication and (2) the mechanical, an alteration in the 
pulmonary parenchyma by modifications of the 
atmospheric pressure. Both may occur in associa- 
tion. As regards the latter, the hamoptyses ob- 


served in such cases are due to an atmospheric de- 
pression and are similar to those observed in aero- 
nauts. But insome instances the result following an 
explosion may be due to compression, and the sud- 
den rush of a quantity of air into the lung under a 
strong pressure may cause a rupture of some of the 
pulmonary vessels giving rise to the hemoptysis. 
W. A. BRENNAN. 


HEART AND VASCULAR SYSTEM 


Silvan, C.: A Projectile Penetrating into and 
Lodging in the Heart (Di un proiettile penetrato 
ed arrestatosi nel cuore). Riforma med., 1916, 
XXxXii, 297. 


Silvan reports the case of a soldier with a gunshot 
wound in which the projectile reached and remained 
in the heart. The surprising fact was that the func- 
— of the heart continued to be perfectly nor- 
mal. 

As to the manner of the projectile reaching its 
position it is not improbable, according to Silvan, 
that before becoming fixed in the cardiac muscle, it 
reached the right ventricular cavity, where the 
X-ray examination located it, following the direc- 
tion of the large vessels. It is logical to think that 
it encapsulated and fixed itself in its position with- 
out effect or harm to the circulatory functions. 

W. A. BRENNAN. 


Villeon, P. de la: Three Juxtacardiac Projectiles 
Extracted by Three Routes and Different 
Procedures (Trois projéctiles juxta-cardiaques 
extraits par trois voies et procédés différents). 
Bull. et. mém. Soc. de chir. de Par., 1916, xlii, 998. 


The three interesting cases reported by the author 
are as follows: 

The first case was that of a long juxtacardiac pro- 
jectile, resting against the left ventricle and behind 
it. Extraction by the high thoracic transpulmonary 
route was followed by recovery. 

The second case was that of a juxtacardiac projec- 
tile, resting against the left ventricle and below it. 
Extraction by the low, abdominal, transdiaphrag- 
matic route was followed by recovery. 

In the third case, there was a juxtacardiac projec- 
tile resting against the left lobe, exterior face. 
Recovery followed extraction under the radioscopic 
screen. 

The three foreign bodies situated in the vicinity 
of the heart were extracted, one across the lung, the 
second by abdominal route across the diaphragm, 
and the third across the intercostal space under 
radioscopic control. W. A. BRENNAN. 


Lériche, R.: Ablation of a Foreign Body from the 
Heart Followed by Recovery (Sur un cas d’abla- 
tion de corps étrange du coeur suivie de guerison). 
Rev. de chir., 1916, Xxxv, 274. 


Owing to the importance under the present-day 
conditions of the question of ablation of foreign 
bodies lodged in the heart, Lériche publishes the 
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full details of a case operated by him three years 
ago, in which he extracted a needle fixed in the 
left lobe of the heart of a child of nine years. 

This operation shows that the ablation of a fixed 
foreign body is less difficult than it is thought to be 
and that no extensive parietal stripping is necessary. 
In the case alluded to he resected a costal cartilage 
and incised the two subjacent cartilages. The heart 
being exposed he felt nothing on the ventricles; 
on the other hand above the auriculoventricular 
sill he easily recognized the needle in the lobe. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 

Outland, J. H., and Clendening, L.: Phases of the 
Chronic Abdomen and of the Acute Abdomen. 
Interst. M. J., 1916, xxiii, 337. 

The authors show a few of the numerous pitfalls 
that beset the diagnostician in certain phases of the 
chronic and acute abdomen. Several cases are used 
as illustrations. 

Quoting tables from Cabot’s differential diagnosis 
the conclusion is arrived at that two-thirds of the 
abdominal tumors large enough to be easily pal- 
pated through the abdominal parietes are either 
uterine fibroids, ovarian cysts, enlarged gall-bladders, 
or gastric neoplasms, and that one-sixth of all such 
are either tumors of the ovary, intestines, or liver, 
or tubercular peritonitis, or tumor of the spleen or 
malignant uterus. 

The authors recommend these tables in the diag- 
nosing of chronic abdominal conditions, acknowl- 
edging, however, their lack of accuracy. 

In old people the flabbiness of the abdominal wall 
must be borne in mind as there will be no rigidity 
in the presence of acute abdominal inflammation. 

A résumé is given of a case diagnosed as tubercu- 
losis of the liver, owing to pulmonary lesions. 
Operation was performed and sections of the tumor 
seemed to resemble tubercular processes. Later on, 
in other hands, the case was proved to be syphilitic. 

In the acute abdomen there are no tables of 
causes and the diagnostician must judge by the 
symptoms and his experience. 

It must be remembered that lobar pneumonia of 
the right lower lobe can produce pain, rigidity, and 
tenderness in the right side of the abdomen simulat- 
ing appendicitis. 

In ectopic gestation, the symptoms before rupture 
are always diagnostic and combined with a vaginal 
examination of sufficient evidence warrant laparot- 
omy. 

A case is cited of an acute abdomen resulting 
from perforation of an old ulcer in the transverse 
colon following fecal impaction for eight days. 

Another very unusual cause of acute abdomen is 
perforation of the gall-bladder. However, diagnosis 
of this condition is rarely made before operation. 


Holding the needle between his fingers he made a 
small incision, extracted the needle, and sutured 
the wound. There was perfect recovery. 

Lériche thinks that in the case of a bullet a similar 
procedure could be followed. In the case of a 
foreign body lodged in a wall, and particularly, in a 
ventricular wall, or even a sequestrated foreign 
body in a corner of the cardiac cavity, intervention 
can and should be attempted. The position can 
be clearly determined by radioscopy. 

W. A. BRENNAN. 


A case is reported which was diagnosed as acute 
appendicitis. 

The article closes with the warning that in acute 
abdominal conditions a cathatric should never be 
given and all food by mouth should be withheld. 

P. M. CuHaAse. 


Udaondo, C.: Serious (Esophagic Spasms in Can- 
cer of the Cardia of the Stomach (Espasmos 
exofagicos graves en el cancer del estomago alejado 
del cardias). Prensa. méd., Argent., 1916, No. 30, 
364. 

(Esophagic spasms are considered relatively 
frequent in certain forms of sensory-motor gastric 
neuroses, as well as in processes accompanied by 
tissue losses. 

The author had two such cases, which developed 
insidiously and manifested their existence by the 
complications present: a severe spasm of the oesoph- 
agus simulating in its evolution a process of com- 
plete stenosis of the tube. Some of the symptoms 
were: a progressive dysphagia, mucous expectora- 
tion, profuse salivation, secondary inanition, etc. 

Cancer of the stomach, in its cycle of evolution, 
may offer local esophagic manifestations which may 
be confused with an organic process in the tube. 
In the majority of cases an examination with the 
sound will reveal the purely functional obstacle, 
which will be confirmed by cesophagoscopy. 

Notwithstanding that all conclusions are only 
relative, the author considers it important to make 
a minute physicofunctional analysis of the stomach 
in individuals of a certain age in whom there is 
found a spastic narrowing of the tube without a 
determinant cause, rebellious to antispasmodic 
agents and repeated catheterization; at times it is 
impossible to detect slow processes of gastric degen- 
eration. Raout L, Vioran. 


Quénu, E.: Extraction from the Abdomen of a 
Bullet Encysted in the Epiploon, a Year After 
the Injury (Extraction du ventre d’une balle de fusil 
enkystée dans l’epiploon, un an aprés la blessure). 
Bull. et mém. Soc. de chir. de Par., 1916, xlii, 1024. 


Quénu exhibited a fragment of the great epiploon 
enclosing a bullet. The man was wounded April, 
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1915, and was operated upon April, 1916. In- 
cision was made, under guidance of the Hirtz 
compass, somewhat above the position of Jalaguier’s 
incision. On introducing the finger in the abdomen 
the extremity of the epiploon was felt pursed and 
enclosing the projectile. The fragment was excised, 
also the appendix. There was no adherence of the 
epiploon, either with the abdominal wall or the 
viscere. The bullet had penetrated through the 
sacral region into the abdominal cavity without 
involving any viscera. The fluid contents of the. 
epiploic cyst was not quite sterile, even after the 
lapse of a year. W. A. BRENNAN. 


Roulier: Note on 46 Wounds of the Abdomen by 
War Projectiles (Note sur 46 observations de 
plaies de V’abdomen par projectiles de guerre). 
Bull. et mém. Soc. de chir., de Par., 1916, xlii, 1274. 


Of the 46 abdominal wounds reported 31 were 
perforations. Of these, 4 died almost immediately 
after arrival at the ambulance and without any 
intervention. Of the 27 others, 15 were operated 
upon and in g no operatory treatment was instituted. 
Of the 15 operated upon, 6 recovered and 9 died. 
Of the 12 treated by abstention 9 recovered spon- 
taneously and 2 after a later intervention. 

W. A. BRENNAN. 


Schwartz, A., and Mocquot, P.: The Treatment of 
Penetrating Abdominal Wounds in the Ambu- 
lance (Le traitement des plaies penétrantes de 
Vabdomen dans les ambulances). Rev. de chir., 
1916, xxxv, 56. 


The authors submit this as a contribution to 
the question as to the course to be pursued in the 
treatment of penetrating abdominal wounds of 
war; i.e., whether to operate or to abstain. 

The arguments advanced against operative treat- 
ment are of two varieties—scientific and military. 

The scientific arguments are: the tendency of 
such wounds to spontaneous recovery, the baneful 
influence of the shock, and the bad results given 
by operation. 

The authors find that spontaneous recovery of 
abdominal wounds with intestinal perforation is 
rare and in cases where recovery takes place it is 
very difficult to say whether or not there was a 
real intestinal perforation. In the absence of sur- 
gical intervention there is apt to be errors in diag- 
nosing perforating wounds. ‘The fact that certain 
simple penetrating wounds, or even in rare cases 
intestinal perforating wounds, recover spontane- 
ously is not a sufficient argument against operation 
if it can be proved that laparotomy can cure wounds 
which would not have healed spontaneously. 

As regards shock, the authors think that the state 
of shock in which a wounded patient may be is 
not an absolute operatory indication because they 
think that the best means of remedying the grave 
conditions which the site of shock indicates is to 
operate. 

Against the third argument, the bad results 


obtained from operation, the authors submit their 
own statistics. They have done 60 laparotomies 
for penetrating abdominal wounds. Of these, 41 
are dead and 19 recovered, 31 died within three 
days after the operation. In these cases lesions 
were irremediable. Several had fully developed 
peritonitis; they would have died without opera- 
tion and they died in spite of it. 

Of the 19 recovered cases, 9 had penetrating in- 
testinal wounds, 7 had visceral perforations. Some 
of these might have recovered spontaneously, but 
the greater part have been cured by the operation 
and the authors think that it requires no argument 
to show that laparotomy is the best treatment for 
abdominal wounds. 

The arguments of a military nature against oper- 
ation are: The delay in arrival of the wounded; 
the difficulty of finding aseptic conditions; the 
length of the operation; and the difficulty of hand- 
ling hundreds of wounded arriving simultaneously. 

The first two arguments are easily disposed of 
by good organization and equipment. The au- 
thors have not found it necessary to neglect others 
in order to perform laparotomy in an ambulance 
service. Moreover, this procedure requires no more 
time than is required in a serious limb injury. 

The indications for operation are discussed, also 
the diagnostic principles, operatory technique, and 
operatory prognosis. Short details of each of their 
60 cases are given. W. A. BRENNAN. 


Pfeiffer, D. B.: Factors Influencing the Present 
Mortality of Peritonitis. Penn. M. J., 1916, 
xix, 604. 

With a view of determining the present status of 
preliminary medical treatment and its influence upon 
morbidity and mortality, sixty-three recent cases 
of appendicitis, complicated by local or diffuse peri- 
tonitis, have been analyzed, with the following 
findings: 

Not purged before admission, 7; recovered, 7; 
died, o. 

Opiates before admission, 22; recovered, 18; 
died, 4. 

No opiates before admission, 41; recovered, 38; 
died, 3. 

Food or liquid by mouth, all. 

Enteroclysis, none. 

Fowler or sitting posture, none. 

The author protests against the stereotyped 
methods of treatment of abdominal pains and colics. 
The great pitfall for the practitioner lies in the fact 
that many abdominal pains are not due to surgical 
conditions and, secondly, in the difficulty of dif- 
ferentiating surgical disorders in their early stages 
from the lesser maladies. Until a very few years 
ago, the purge was thought to be a very good intro- 
duction to the treatment of any disorder, abdominal 
or otherwise. 

When the practitioner learns to treat all cases 
of abdominal pain with masterly inactivity during 
the period of indeterminate diagnosis, when he 
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does nothing that runs counter to the principles of 
treatment set forth, when he calls a competent 
surgeon at the earliest indications for operative 
treatment, the mortality from the acute abdomen 
will approach the vanishing point. 

Epwarp Cornett. 


Quarella, B.: An Interesting Case of Double 
Retrograde Strangulation (Su di un interessante 
caso di doppio strozzamento retrogrado). Gior.d.r. 
Acad. di med. di Torino, 1915, \xxviii, 382. 


This very interesting and comparatively rare case 
occurred in a man who while working was suddenly 
seized with abdominal pains, nausea, and persistent 
vomiting. The attending physician diagnosed the 
existence of a strangulated inguinal-scrotal hernia 
which he tried vainly to reduce and had the patient 
sent to the hospital. 

By an incision parallel to Poupart’s ligament, the 
hernial sac was isolated and found to contain two 
intestinal loops in a good condition of nutrition and 
only slightly congested. The existence of a hydro- 
cele was discovered in the right testicle from which a 
citron-colored fluid escaped. Of the two loops 
found in the hernial sac, the right was formed from 
the cecal ampulla with the base of the appendix 
(about 1 cm.), and the terminal tract of the ileum 
(15 to 20 cm.); the left from a loop of the small 
intestine about 20 cm. long. 

At operation the abdomen was found to contain 
a quantity of hemorrhagic, foul-smelling fluid. By 
traction of the cecum a portion of the ascending 
colon, normal in aspect, and the appendix, which 
was dark in color evidently by sanguinary infarcts, 
were extracted. The author then proceeded to 
extract the segment of the intestine intermediate 
to the two herniated loops. This for about one- 
half meter in length was only slightly dilated and 
blackish blue in color studded with haemorrhagic 
infarcts and was evidently necrosed; the mesentery 
for a distance of 6 to 7 cm. from its intestinal inser- 
tion showed identical coloration with profuse 
thrombosis. 

The author made a typical appendicectomy 
followed by resection of the necrotic intestinal seg- 
ment with circular entero-anastomosis. After the 
reduction of the intestine into the abdomen the 


hernial sac was resected and the peritoneal breach - 


closed by linear sutures. The hydrocele sac was 
partly resected. The patient had fully recovered 
by the seventeenth day after operation. 

In discussing this case the author stated that the 
term retrograde strangulation was introduced by 
Maydl in 1895 to indicate the condition by which 
part of the strangulated organ is found internally 
in the abdomen while the remainder is found in the 
hernial sac. Maydl reported two such cases and 
since then several more have been reported and 
many theories have been suggested to account for 
the condition. Nevertheless it must be confessed 
that retrograde strangulation of the intestine re- 
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mains today one of the most obscure phenomena in 
the field of surgical pathology. 

The author thinks that the findings in his own 
case favor the theories of Lauenstein and Lorenz. 
According to Lauenstein, traction on the two exter- 
nal loops may give origin in the mesentery of the 
interior loop to a springing formation in the form 
of an arc withits concavity toward thering. Periph- 
erically the mesentery would remain free and 
fluctuant; centrally toward its roof it would find it- 
self exposed to a greater or less tension. According 
to Lauenstein this tension is the impediment to 
free sanguinary circulation. Lorenz thinks that 
secondary meteorism of the internal loop makes it 
rigid so that the peripheric part is constricted and 
distended, causing the production of a sharp angle 
at the level of the arcade described by Lauenstein. 

W. A. BRENNAN. 


Chaput: Treatment of Large Crural Hernias by 
Pediculated Adipose Graft (Traitement des 
grosses hernies crurales par la greffe adipeuse 
pediculée). Rev. de gynéc., 1916, xxiii, 431. 


Chaput finds that most methods in use for the 
treatment of large crural hernias are inefficient. 
He now gets excellent results from the use of fat 
grafts. 

The same incision is made as for inguinal hernia. 
The peritoneum and hernial sac are drawn into the 
inguinal wound, a supplementary thigh incision 
being made if required. Sutures are useless for 
the obliteration of the crural ring. He therefore 
closes it with a pediculated strip of fat which is 
sutured to the edges of the ring. A rectangular 
strip is cut, about two fingers wide and 10 cm. long, 


‘the base of which corresponds to the pubes and the 


inner border at the median line. The dissection is 
carried as far as the aponeurosis. The rectus 
muscle is incised, the peritoneum stripped from the 
wall, and the graft introduced. The graft is sutured 
to Gimbernat’s and Cooper’s ligaments, and to the - 
crural ring. The summit is divided, the posterior 
part being fixed to Cooper’s ligament behind the 
crural vein, and the anterior part fixed to the 
crural ring in front of the vein. Chaput has oper- 
ated upon five patients in this way with success. 
W. A. BRENNAN. 


GASTRO-INTESTINAL TRAC1 


Boas: Occult Bleeding in Ulcus Ventriculi and 
Stomach Carcinoma (Beitrag zur Kenntnis der 
okkulten Blutungen bei ulcus ventriculi und Magen- 
karcinom). Arch. f. Verdauungskr., 1916, xxii, 
Nos. 2 and 3. 


While there is a very great similarity between 
ulcus ventriculi and carcinoma of the stomach 
when viewed casually, on closer examination it is 
seen that the occult bleeding which occurs in both 
differs not only in the manner of occurrence, but also 
in the form. In the case of carcinoma the bleeding 
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is persistent while in ulcus there is a relatively 
quick disappearance of the blood; also there is a 
difference in the intensity of the bleeding in both 
cases. From a consideration of these two differ- 
entiating characteristics Boas advances as an 
essential condition in the diagnosis that examination 
of the faces alone with regard to the occurrence of 
occult blood is not sufficient, but that the examination 
of the stomach contents should also receive great 
consideration. By this procedure it will be possible 
to reduce the number of unnecessary operations 
now made in the case of unhealed ulcers which are 
not recognized as such, and to have such operations 
reduced to a reasonable limit. W. A. BRENNAN. 


Leonard, V. N., and Dayton, A. B.: Multiple Acute 
Gastric Ulcers After Using Percy’s ‘‘Cold Iron’’ 
for Inoperable Carcinoma; Preliminary Re- 
port of a Fatal Case. J. Am. M. Ass., 1916, lxvi, 
1549. 


In this case rigid application of Percy’s “cold 
iron” was ineffectual in eradicating the carcinoma 
and was followed by death after four days with 
lesions similar to those of extensive cutaneous 
burns. 

The case is as follows: A woman, age 52 (two 
children), had had no bleeding since the menopause 
at 42 until November, 1915. ‘Then she had pro- 
fuse vaginal bleeding for five days, which recurred 
once. Further symptoms were loss of weight, 
slight pain, constipation, and painful defecation. 
Pelvic examination showed the cervix entirely 
destroyed by a rough, firm growth extending far 
out into each broad ligament, fixing the uterus 
firmly in the pelvis. 

At operation the technique most recently advo- 
cated by Percy was rigidly followed in every detail. 
On the second, third, and fourth days after the 
operation, there was acute gastric dilatation. On 
the third day there was a urinary fistula, and on the 
fourth day a paralytic ileus. During preparation 
for enterostomy the patient died suddenly. 

At autopsy the peritoneal cavity contained too 
ccm. of serosanguineous fluid with a little fibrinous 
exudate at the operative site. The intestines were 
distended. No obstruction could be demonstrated. 
The pleural cavities each contained 500 ccm. of 
bloody fluid. There were a few subserous ecchymo- 
ses. Extensive pulmonary cedema was present. The 
stomach was distended with gas. Its mucosa was 
perforated by about 24 clean, round ulcers which 
measured from 1 to 7 mm. in diameter. Micro- 
scopically the loss of substance extended to the sub- 
mucosa and was unassociated with any cellular 
change. 

Grossly and microscopically intact squamous cell 
carcinoma was found peripheral to large areas of 
general necrosis. Many mitotic figures were seen. 
In one area seemingly dead carcinoma was found in 
the midst of normal looking connective tissue. 
Examination of the regional lymph-glands revealed 
no carcinoma. Epwarp L. CorNneELt. 


Pauchet, V.: Surgery of the Posterior Wall of the 
Stomach; Method of Choice in Approaching 
the Rear Cavity of the Epiploon (Chirurgie de 
la face postérieure de l’éstomac; methode de choix 
pour aborder les organes de l’arriére-cavité des 
epiploons). Bull. et mém. Soc. de chir. de Par., 
1916, xlii, 1128. 

The author has been using the method of colonic- 
epiploic detachment recommended three years ago 
by Lardennois and Ockinzyc for total colectomy. 
He has found the procedure applicable in four-fifths 
of cases of gastric surgery and he considers it the 
true method of approach in repairing stomach per- 
foration, removing a stomach cancer, in pancreatic 
tumor, etc. He has found it immensely superior 
to the gastrohepatic, the transmesocolic, or the 
gastrocolic route. 

The procedure liberates the transverse colon and 
separates it from the epiploon. This allows exam- 
ination of the posterior face of the stomach, the 
duodenum, and pancreas. While an assistant pulls 
down the transverse colon the operator raises up 
the grand epiploon, and attacking the serous coat 
of the transverse colon with the bistoury detaches 
the epiploon and stomach from the transverse 
colon without injury to any vessel. 

The author believes this procedure widens the 
field of exploratory surgery of the gastric region, 
and facilitates the discovery and removal of lesions 
which direct exploration does not. 

W. A. BRENNAN. 


Ernst, N. P.: A Case of Congenital Atresia of the 
Duodenum Treated Successfully by Operation. 
Brit. M. J., 1916, i, 644. 

The child, a boy, was robust at birth and there 
was no history of deformity in his family. He 
weighed 4,300 grams and showed no _ external 
sign of any malformation. From the first the child 
always vomited after suckling. On the third day 
he took the breast more actively than at first, but 
two or three hours later he began to vomit, with 
almost explosive violence. Very little urine was 
passed and the movements were limited to a small 
amount of typical meconium, without a particle of 
digested milk. 

At operation an incision between 7 and 8 cm. 
long was made a little to the left of the middle line. 
After the anterior sheath of the rectus had been laid 
bare, Mosetig batiste was sewed to the edges of the 
skin with continuous silk suture so that the integu- 
ments were completely covered. On opening the 
peritoneum, the dilated stomach protruded into 
the wound and was traced along the dilated pylorus 
into the duodenum, which was uniformly about two 
finger-breadths in width as far as it could be traced 
to the upper side of the transverse mesocolon. 
Below the colon, where the intestine reappeared, at 
the flexura duodenojejunalis, it was seen to have col- 
lapsed to the caliber of an ordinary pencil, about 
8 millimeters in diameter. ‘The remaining part of 
the small intestine was examined quickly, especially 
its lower portion, but no stenosis was discovered. 
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A duodeno-entero-anterior anastomosis was made. 
A coil of small intestine about four inches below the 
flexura duodenojejunalis was drawn up in front of 
the transverse colon and united to the duodenum 
about the junction of the pars superior and pars 
descendens. 

The intestines were held during the operation by 
Doyen’s straight soft intestinal forceps; continuous 
seroserous suture was applied, then a continuous 
suture through all the layers the entire way around; 
and, finally, a continuous seroserous suture was 
applied on the front. When a stomach-tube was 
passed through it, a good deal of air and greenish 
fluid was discharged. ‘The intestinal forceps were 
removed and immediately afterwards the jejunum 
began to fill. The walls of the abdominal incision 
were united with deep catgut sutures and inter- 
rupted silk sutures were applied to the sheath of the 
rectus and skin. 

A few hours after the operation, the infant was 
given a weak mixture of milk and water, about 
30 ccm. every two hours. He vomited a little 
several times in the course of the day and at 8 p.m. 
more violently, so that the stomach tube was used 
and a little greenish fluid evacuated. At 7 p.m. 
an enema was given, but without any result. 

The next day he was given one teaspoonful of 
castor oil twice and three enemata and had altogeth- 
er four alvine discharges, which, without any doubt, 
contained digested milk. The child’s appearance 
was good. No more violent vomiting occurred, 
but there was slight sickness for some days. The 
bowels acted daily and the stools soon appeared quite 
normal. The temperature also fell to normal. 
Five days after the operation the child was sent 
home to be nursed by his mother. ‘The dressings 
remained untouched until the fourteenth day, when 
all sutures were removed; the wound had healed by 
first intention. 

The infant’s weight decreased during the first 
five days 90 grams more and was then 3,400 grams, 
or goo grams less than at his birth; but afterward it 
increased considerably more than 250 grams a week 
continuously for several months. Meals were soon 
allowed every third hour and when a few weeks had 
passed, the child could sleep all night without food. 
He is not remarkably quiet for his age, is vigorous 
and well developed. His weight one year later 
was II,200 grams. 

This is the second case of its kind in the literature. 

Epwarp L. CornELtL. 


Carman, R. D.: The Roentgenologic Diagnosis of 
Duodenal Ulcer. Am. J. Roentgenol., 1916, iii, 252. 


The author’s experience in the last year leads him 
to believe that deformity of the duodenal shadow is 
a valuable sign in the diagnosis of duodenal ulcer. 
However, errors may arise from the following con- 
ditions: (1) Adhesions or spasm may cause an 
identical deformity. (2) Some ulcers do not 
produce a deformity. (3) It is sometimes difficult 


or impossible to sufficiently distend the duodenum to 
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definitely decide whether deformity is or is not 
present. 

In regard to the first objection, the most common 
cause of deformity is undoubtedly ulcer. 

To the second objection, while some ulcers are 
so very small that they can hardly be palpated at 
operation, still there is usually an accompanying 
spasm which causes a deformity out of proportion 
to the lesion and it can be demonstrated by serial 
radiography. ‘To fill the cap in difficult cases the 
author uses the horizontal position with the patient 
prone or on the right side. 

Carman has used serial radiography for a year 
with what he considers satisfactory results and an 
increase in correct diagnosis. 

Deformities of the bulb come under four headings: 
(1) the greatly distorted type, resembling a small 
pine tree; (2) the niche type where the actual crater 
of the ulcer is visible; (3) the incisura type, single 
or bilateral; (4) the very small bulb of smooth con- 
tour, representing a much contracted duodenum. 

In addition to duodenal deformity the author 
considers gastric hypertonus, hyperperistalsis, hyper- 
motility, with a six-hour residue, valuable diagnos- 
tic signs of duodenal ulcer. Although none of 
these condidions are pathognomonic of ulcer, a 
proper correlation of the findings taken in connection 
with the history go a long way toward making the 
diagnosis. G. W. Grier. 


Martini, T.: Chronic Ulcer of the Duodenum and 
Its Gastric Repercussion (La ulcera cronica del 
duodeno y su repercussion gastrica). Prensa méd., 
Argent., 1916, No. 32, 381. 

The indirect symptoms of duodenal ulcer are those 
showing a reflex alteration in the functions of the 
stomach. 

Among the clinical symptoms that form the clas- 
sical syndrome of duodenal ulcer, the most sigii- 
ficant are those derived from secretory and motor 
disturbances of the stomach. 

Martini employs the analytical method, and 
studies the gastric secretion both before and after 
the ingestion of the test-meal of Edwald-Winther. 
He then studies the gastric motility by the aid of 
radioscopy. 

The exploration of the motility of the stomach in 
the author’s cases revealed a marked peristaltic 
insufficiency with a median gastroptosis and an 
abnormal elongation toward the right; a hyper- 
functional peristalsis, especially expulsive; slow 
and difficult pyloric evacuation, bismuth being 
found in the stomach six hours after ingestion. 

The author found it difficult to make a diagnosis 
of duodenal ulcer in the presence of the gastrosuc- 
corrhoeic syndrome of Reichmann, which he con- 
siders adaptable to two types of duodenal ulcer: 
(1) when the ulcer is found situated toward the 
pyloric sphincter, and (2) when besides its location 
near the sphincter, it is complicated at its level by 
cicatricial retraction and consecutive stenosis. 
A chronic duodenal ulcer complicated by stenosis 


GENERAL SURGERY — SURGERY OF THE ABDOMEN 307 


modifies entirely the clinical aspect of a simple ulcer 
of the same nature. The author considers the 
surgical control as insufficient in 30 per cent of the 
cases; the only satisfactory information can be 
derived from an autopsy. 

The syndrome of gastric hypersecretion, perma- 
nent, of the type of Hayem, is the most eloquent 
manifestation of aduodenal ulcer. Raout L. Vioran. 


Davis, B. F.: Treatment of Devascularized In- 
testine. Interst. M. J., 1916, xxiii, 318. 


The paper is based upon the results of a series of 
experiments in which 31 dogs were used. These 
results seem to show that in normal dogs a loop of 
small intestine one inch in length may be completely 
separated from its mesenteric blood supply with rela- 
tive safety, although gangrene with perforation and 
peritonitis may occur, and replacement fibrosis of 
the devascularized segment with consequent nar- 
rowing of the bowel lumen may occasionally be 
expected. The frequency of one or the other of the 
above accidents increases rapidly as the length of the 
devascularized segment is increased, until, at a 
segment length of four inches, gangrene with com- 
plete destruction of the involved loop or replace- 
ment fibrosis with contraction becomes the rule. 
Segments an inch or less in length may be treated 
conservatively; longer segments are more apt to 
require radical treatment, while devascularized 
segments four inches in length demand resection. 

Omentum wrapped about completely devascular- 
ized intestine cannot avert necrosis, and should 
necrosis occur the omentum may be efficient in 
walling off infection if the necrotic area is small in 
extent but it cannot be depended upon to confine 
the intestinal contents and prevent peritonitis. 


Thompson, W. M.: Post-operative Ileus. 
Gynec. & Obst., 1916, xxii, 688. 


After a review of the mortality statistics the 
author discusses the causes of death in post-opera- 
tive ileus. Clinically and experimentally it is 
shown to be due to a toxin absorbed through an 
animal membrane. Distention and _ circulatory 
disturbance are the main causes of this abnormal 
membrane. The surgical treatment has been 
enterostomy and resection. The majority of sur- 
geons advise enterostomy, followed by resection, 
and some advise immediate resection if the intestine 
is so far damaged as to be abnormal. A series of 
experiments was carried out on dogs in an effort 
to devise a safer method of operating for ileus. The 
endeavor was to produce ileus in the dog that pre- 
sented as nearly as possible the same pathological 
picture as is foundinthe human. ‘The animals were 
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then short-circuited by avoiding the diseased gut 
and making either an ileocolostomy or an ileo-ileos- 
tomy. At the end of six weeks or two months the 
dogs were killed and the intestines studied. The 
results are summarized in the following conclusions: 

1. We believe that the best results are obtained 
in the treatment of inflammatory ileus by enteros- 


tomy and drainage in cases that are so ill that radi- 
cal measures would be fatal. Enterostomy should 
be done rapidly and without disturbing the adhes- 
ions. When the patient recovers ileo-ileal anasto- 
mosis, closure of the enterostomy wound, and cecos- 
tomy or appendicostomy will complete the cure. 

2. In favorable cases ileo-ileal anastomosis with 
cxcostomy or appendicostomy for drainage and to 
relieve the back pressure in the colon gives the best 
results. 

3. By short-circuiting and putting the damaged 
gut at rest it may be restored to health and func- 
tion, even after vascular changes have taken place. 

4. The mortality of resection for this disease 
is too high to give it a place in the treatment of in- 
flammatory ileus. 

5. The adhesions should not be broken up nor 
the damaged gut handled in the operation. 


Collin, I.: Appendicitis of Extra-appendicular 
Origin (Exoappendicite d’origine extraappendicu- 
laire). Nord. med. Arch., Stockholm, 1916, xxix, 
Kirurgi, 5. 

Collin discusses appendicitis due to peritonitis 
which attacks the external layers of the appendix 
the same as other organs with serous membranes. 
Exo-appendicitis figures eventually in the greater 
part of abdominal troubles which produce a non- 
localized peritonitis; but it most frequently is co- 
incident with a salpingitis or with a perforating ulcer 
of the stomach or duodenum. 

Collin gives some cases illustrative of different 
forms of peritonitis arising from the female genital 
organs and which involve the appendix, from the 
study of these he endeavors to construct a clinical 
picture for the purpose of differential diagnosis. 
In exo-appendicitis it is rare that the trouble begins 
by the initial paraumbilical pain so well known in 
true appendicitis — neither is there pain nor sensi- 
tiveness in the ileocecal region; these symptoms are 
not noted until later on; that is to say, the local 
symptoms of appendicitis including pain and irri- 
tability of McBurney’s point are not manifest in 
exo-appendicitis until after the signs of an extended 
peritoneal affection are noted. 

Exo-appendicitis does not of itself call for treat- 
ment; it is the progress of the peritonitis which 
indicates operation. When an appendix, removed 
for a suspected appendicitis, is found to have its 
mucus normal and the inflammation confined to its 
external layers only, it is necessary to seek further 
for the cause of this exo-appendicitis. In the case 
of a woman the genital organs must be examined; 
the incision already made may be sufficient or it 
may be necessary to extend it, but if the peritonitis 
proceeds from a perforated stomach or duodenal 
ulcer exploration is manifestly more difficult. 

As to the differential symptomatology of per- 
forated ulcer and appendicitis, the author believes 
that where there is doubt as to the diagnosis it is 
best to decide on a laparotomy. Commencing with 
the appendix, if there is no manifest perforation or 
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necrosis, it must be remembered that even a very 
advanced inflammation of the appendix may be 
due to an infection of extra-appendicular origin. 

To make sure that the appendix is the cause of a 
peritonitis the epigastrium should be incised and 
the stomach and duodenum examined. The mere 
fact that no exudate is noted from this region, is not 
sufficient, because often an exudate finds itself a 
pathway by the inclined parts to the left and noth- 
ing is found in front or to the right. 

W. A. BRENNAN. 


Guthrie, D.: The Prevention of Fecal Fistula in 
Suppurative Appendicitis. Ann. Surg., Phila.. 
1916, Ixiii, 452. 

From his experience with 853 drainage cases in 
which the author has had three fecal fistulae, Guth- 
rie concludes that the following factors are of pri- 
mary importance in their prevention: 

1. The muscle-splitting incision should be used 
except in those cases in which the abscess is well 
defined near the median line. In these cases the 
author believes the straight incision should be used. 

2. The treatment of the stump. Whenever pos- 
sible, the author has inverted the stump, using two 
rows of catgut and no non-absorbable material. 
Where this has not been possible, he has resorted to 
the old cuff operation, turning down a cuff of the 
thickened peritoneal coat, ligating the stump with 
catgut and tying the fold of peritoneum over it. 

3. The third factor is drainage. The author 
uses large soft rubber tubes, which he places as far 
away from the head of the caecum as possible and 
shortens them as soon as it is deemed safe. Laxa- 
tives are never given until all drains are removed. 
He believes that gauze does not act as a drain and is 
conducive to fistula formation. GATEWOOD. 


Secord, E. R., and Coates, L. H.: The Results of a 
Year’s Work in the Treatment of Acute Ap- 
pendicitis. Canad. M. Ass. J., 1916, vi, 421. 


Of 46 cases of acute appendicitis operated upon 
by the authors, one died, one of seven cases with 
generalized peritonitis. Thus it would seem that 
the mortality rate from acute appendicitis should be 
very small and it is believed that the important 
essentials of a non-mortality treatment consist of 
early diagnosis and removal at the earliest time 
possible. ‘The authors wish to correct an impression 
that appendix cases should not be operated upon 
after the third day unless or until a localized abscess 
has evidently formed. An inflamed appendix 
should be removed immediately, no matter what 
day of the disease, thus saving a certain large per- 
centage of desperate cases. 

A mistaken application of the dictum that 
elevated temperature is a constant symptom of 
appendicitis must be avoided. While an elevated 
temperature is probably always present some time 
during the course of the attack, it is by no means 
a constant symptom of a gangrenous or a localized 
peritonitis. A dead appendix no longer gives the 
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symptoms of appendicitis and the absence of fever 
has frequently been responsible for delay on the 
part of the medical attendant. 

Inversion of the appendiceal stump is opposed, 
the stump being a potential source of infection and 
the general peritoneum being better able to deal 
with it than the tiny sac of peritoneum with which 
the stump comes in contact after the application of 
a purse-string suture. Inversion of the stump with- 
out primary ligation is opposed also, because of 
the danger of hemorrhage. If the appendix con- 
tains pus but the peritoneum is free a rubber-tissue 
wick is left down to the caecum; in the presence of a 
localized abscess tube drainage is used; if generalized 
peritonitis is present, a drain is always placed to the 
bottom of the pelvis. In all pus cases the immediate 
use of a stock preparation of mixed infection vac- 
cine is urged. Inthe latter class of cases the Fow- 
ler position and the Murphy drip are also used, 
and, if post-operative ileus is feared, injections of 
eserine are advised. E. K. ARMSTRONG. 


Shaw, H. A.: Appendicitis; Some Practical Sug- 
gestions Based upon Personal Experience. 
Northwest Med., 1916, xv., 155. 

In general, Shaw does not agree with the dictum 
laid down by Ochsner, regarding the time to operate 
in acute cases, nor can he accept Binnie’s version — 
“When a case is seen too late for early operation, 
and tumor is present, and the pulse and general 
condition indicate a dangerous absorption, if the 
tumor is increasing markedly, and there are signs of 
infection spreading, no surgeon would hesitate as 
to operation, interference is imperative,” because: 
(1) temperature is a most deceptive guide; (2) 
general conditions are often totally at variance with 
local conditions; (3) the impossibility of outlining 
the tumor mass with a rigid belly; (4) and, to await 
the signs of infection spreading seems to be like 
“locking the stable after the horse is stolen.” 

Shaw believes that the time to operate upon 
acute cases of appendicitis is immediately after the 
diagnosis is made, after the twenty-four hour 
period, opinions and statistics vary, which differ- 
ence, he thinks, is due to poor operative technique 
and judgment, poor ante- and post-operative treat- 
ment and deficient comprehension of the underlying 
pathological conditions. In over 600 cases, 20 
per cent of which were estimated as acute, Shaw 
has had 6 deaths. He believes that in the surgical 
treatment of appendicitis there are no hard and 
fast rules. All preliminary catharsis is contra- 
indicated on account of the dangers of septic dis- 
semination and the increased post-operative tympany 
and pain, as well as the deferring of the operation 
for several precious hours, awaiting their uncertain 
action. Where cathartics have been administered, 
the muscularis is still active for several hours after 
the operation, terrifically increasing the gas pains 
and being totally inefficient as a cathartic. He also 
holds this true of the so-called “high enema.” 

In the preliminary preparations for the operating 
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field, he believes: (1) in a thorough shaving of the 
whole abdomen; (2) a very gentle scrubbing of the 
abdomen with green soap and a lysol solution, 
rinsing with sterile water; (3) application of alcohol 
packs. The immediate preparation, he believes, 
should be to first mop the umbilical and inguinal 
regions with benzine sponges followed by fresh 
benzine sponges for the remainder of the abdomen; 
after drying with a clean sponge a 50 per cent 
alcohol solution of tincture of iodine is applied, 
followed with a sponge saturated with alcohol to 
remove the greater part of the iodine. (Since 
submitting this article for publication, the author 
has adopted the use of McDonald’s solution.) 

In the making of incisions, a thorough anatomical 
knowledge of the part is necessary, especially of the 
innervation of the abdominal walls, since an injury 
to the nerve supply is far more serious than simple 
incision of soft parts. In acute cases, past the 
twenty-four hour period, the usual incision of choice 
is the “gridiron” incision, modified to meet the 
individual indication. Where there is a palpable 
mass, incision is to the center, over the mass. It 
is well to make the incision moderate at first, but 
susceptible to rapid enlargement; the author be- 
lieves the low “gridiron” incision, and, when neces- 
—_, the addition of Harrington’s extension to be 
ideal. 

He also believes in the center of the “gridiron” 
incision being about one inch lower than McBurney’s 
“gridiron” incision, for the following reasons: 
(1) the most difficult part of the operation is the 
delivery of the appendix without rupture; (2) the 
lesser danger to the twelfth thoracic nerve. 

The external oblique is cut transversely in emer- 
gency, this, however, being a ‘‘court of last appeal,” 
for it necessitates the severance of the fascia at an 
angle to the direction of its fiber, which, in the pres- 
ence of infection, means an added danger of post- 
operative hernia. In chronic cases, and those with- 
in the twenty-four hour period, and those where the 
tumor mass is central, or when there is doubt 
whether the lesion is appendicular or pelvic, he 
makes a mediolateral incision, which he considers 
the most practical incision in surgery, because its 
advantages are multiple and its execution so simple. 
He has used this incision in more than 1,000 pelvic 
and abdominal cases and has never found cause for 
regret. The following advantages are claimed: 
(1) rapidity and simplicity; (2) minimum destruction 
to nerve supply; (3) external strong belly wall left, 
due to muscular interposition and lack of organic 
injury; (4) beautiful exposure and ability to make a 
general exploration and to perform any ordinary 
work in the lower abdomen or pelvis; (5) absence of 
hemorrhage and no tearing of muscles. 

In cases requiring drainage, recourse may be had 
to one of the three following procedures: (1) through 
a simple stab wound away from the primary wound 
make a hole in the muscle for the drain in line with 
the skin and facial incision; (2) omit tacking muscle 
to the median line at the lower end of the wound. 
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Shaw never drains through a primary wound, but 
always through a stab wound, and where the drain 
is in proximity to the deep epigastric vessel, he 
ligates the same well above and below the drain. 
The delivery of a retrocecal appendix he believes, 
can be greatly simplified by mobilizing the lower 
part of the colon in the conventional manner, and 
tacking it back immediately after the delivery. 
He does not advise the use of absorbent sutures to 
bury the stump in the drainage cases, but uses in- 
stead, fine chromic gut mounted on Dulox needles. 
He believes in removing the appendix when the same 
can be done without undue risk of breaking up ad- 
hesions, and dissemination of infection into the gen- 
eral cavity or unduly prolonging the operation in the 
case of septic or debilitated patients. The appen- 
dicular visceral peritoneum in acute cases should be 
considered as septic and handled gently, and, if 
possible, should be kept wrapped in gauze from the 
beginning to the end of the operation. Ligation 
of the meso-appendix is best accomplished by either 
the Watkins stitch or by the author’s original 
stitch. Under no circumstances does he irrigate, 
and the use of peroxide of hydrogen he considers 
little short of criminal. He believes in carbolizing 
the stump, but does not follow with alcohol, and 
believes in making the purse-string suture ample. 
In cases complicated with dense adhesions, where it 
appears best to sever the appendix first at the cecal 
attachment, this is done with a knife close against 
the forceps attached to the distal portion, and the 
stump is buried at once. He believes it possible to 
attach towel clips to the peritoneum, and, in some 
cases, to attach towel clips to the peritoneum, the 
skin, and gauze at the same time. 

Suggestions as to the type of drainage follows: 
(1) In simple cases, where there is doubt as to the 
necessity, a small cigarette drain is inserted. (2) In 
purulent cases, well walled off, where the appendix 
has been removed, a large cigarette drain is employ- 
ed. (3) In purulent cases, where it has been im- 
possible to sever the appendix and there is a well- 
walled off cavity, a good-sized tubular drain is 
used. (4) In cases not walled off, a large sized tub- 
ular drain with one, two, or three cigarette drains 
at strategic points is used. 

Drainage tubes should be soft, should not im- 
pinge with force on the debilitated walls of gut, and 
should not come in direct contact with any suture 
lines involving the gut, and should be placed in 
dependent parts. In cases where the drainage is 
through a stab wound several strands of silkworm 
gut are inserted in the lower angle of the original 
wound; where the anesthetic has been unduly pro- 
longed, or where the operation has necessarily fol- 
lowed several hours after the ingestion of food, 
gastric lavage is recommended. 

In the after-care of drainage cases, Shaw uses the 
Fowler position and the Murphy drip method, using 
sugar instead of salt solution. In the post-operative 


care of the wound, after four or five days, when the 
discharge is extremely thick and heavy it is some- 
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times washed out with six or eight ounces of salt 
solution, to mechanically remove the chief amount 
of débris. After the first forty-eight hours Shaw 
invariably washes out and fills all cavities and satu- 
rates all drains with alcohol (U.S. P.), at least once 
and sometimes twice, daily, for the following reasons: 
(1) Alcohol is a harmless antiseptic. (2) It is a mild 
astringent. (3) Byits hygroscopic action it promotes 
a local outpour of serum with its contained anti- 
bodies. (4) Even when diluted with transudates or 
exudates it makes a poor culture medium. (5) When 
it first comes in contact with the great mass 
of superficial débris, it encapsulates large numbers of 
micro-organisms. (6) It does not render soluble 
and wash away the primary plastic lymph, either 
in the healing abdominal wall or the peritoneal 
surfaces. 

Shaw uses, as a routine, four to eight ounces of 
saturated solution of magnesium sulphate, at 98°, 
slowly introduced into the rectum with a No. 9 
catheter, twenty-four hours after the operation, 
except in cases of extreme debility and anemia. 

Emit C, RopitsHek. 


LIVER, PANCREAS, AND SPLEEN 


Perussia, F.: Partial Hepatoptosis Due to Inter- 
position (La epatoptosi parziale da interposizione). 
Riforma med., 1916, xxxii, 337. 

Radiologists understand by hepatoptosis the con- 
dition shown in the radiologic picture characterized 
by the transitory and partial interposition of intes- 
tinal loops between the convex surfaces of the liver 
and the diaphragm. It is transitory because it may 
disappear momentarily owing to changed conditions 
of meteorism of the intestinal loops; by changes of 
endo-abdominal pressure; or by changes in the posi- 
tion of the patient. The interposition is partial 
because the liver does not lose complete contact 
with the diaphragm, the posterior border maintain- 
ing intimate contact with the posterior walls of the 
abdomen and the diaphragm, while the external 
and anterior parts recede. 

In his experience and study of this radiologic 
picture the author has noticed a certain coincidence 
of morbid facts which cannot be considered casual 
and he gives an etiopathogenetic conception of 
hepatoptosis which is different from that usually 
accepted. This coincidence consists of organic 
alteration of the gastro-intestinal tube. Of 5 
patients studied 3 showed a pyloric stenosis with 
grave secondary gastrectasia; in the other 2 there 
was benign pyloric stenosis with hour-glass stomach 
due to mediogastric stenosis caused by ulceration 
of the small curvature. In all the 5 cases the inter- 
position of intestinal loops between the liver and 
diaphragm coincided with a meteroric condition of 
the colon and the degree of hepatoptosis was pro- 
portionate to the intestinal distention. 

The authors review the literature of hepatoptosis 
and show that in the greater part of the observa- 
tions reported in which the condition of the gastro- 


intestinal tract was described the coincidence re- 
ferred to above was found. 

The existence of this coincidence explains the 
mechanism of the phenomena and leads to a con- 
ception of hepatoptosis different from the usually 
accepted one which ascribes it to anomalies of the 
methods of fixation. ‘The new conception makes the 
predominant factor of the phenomenon the altera- 
tion of the gastro-enteric tube. 

Partial hepatoptosis by interposition is distinct 
from the wandering liver of Cantani and from 
Glenard’s hepatoptosis, the first showing a com- 
plete fall of the viscera and the second showing a 
false ptosis and a deformed unusually mobile liver. 

W. A. BRENNAN. 


Case, J. T.: Some Statistics on the Negative and 
Positive Roentgen Diagnosis of Gall-Stones. 
Am. J. Roentgenol., 1916, iii, 246. 

The author’s statistics may be divided into five 
groups as follows: 

1. Positive roentgen report of gall-stones with 
stones found at operation: 20 cases out of a total of 
41, making a percentage of successful positive 
diagnosis of 49 per cent. 

2. Positive report and no stones found at opera- 
tion, 4 cases. 

3. Negative report and no stones found at opera- 
tion: 244 cases out of 257, making a percentage of 
successful negative diagnosis of 95 per cent. 

4. Negative report and stones found at operation 
13 cases, failure to diagnose in 5 per cent. 

5. Report of probable gall-stones: out of 22 
cases, 8 were found to have stones, and in 14 no 
stones were found, a percentage of correct diagnosis 
of 36 per cent. 

Of the 13 cases in Group 4, 9 had disease of the 
gall-bladder other than stone; and of the 14 cases 
of Group 5 where no stones were found 11 had 
diseased gall-bladders. 

Out of a total of 55 cases with diseased gall-blad- . 
der, X-ray evidence pointed definitely to this con- 
dition in 48 cases, or in 88 per cent, while gall-stones 
were accurately shown in 50 per cent of the cases 
where they were present. G. W. Grier. 


DePage, A.: Note on Twelve Cases of Splenectomy 
for Wounds (Note sur 12 cas de splenéctomis pour 
blessures de guerre). Bull. et mém. Soc. de chir. de 
Par., 1916, xlii, 1293. 

The earlier reports from the war zone concerning 
splenectomy for war injuries showed that the opera- 
tion was almost invariably fatal. The cause was 
attributed to perturbation in the economy by sup- 
pression of a gland all the functions of which are 
not yet known. 

DePage has up to now practiced 12 splenectomies 
with 8 deaths. Of the 12, there were 4 in which the 
spleen alone was injured, and of these there were 
3 recoveries. In the other 8 cases the injury to 
the spleen was accompanied by injuries of other 
organs. 
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The author thinks that the very special gravity 
which is attributed to removal of the spleen depends 
particularly on concomitant lesions of other organs. 

W. A. BRENNAN. 


Riggs, T. F.: End-to-End Suture of the Bile-Ducts. 
Surg., Gynec. & Obst., 1916, xxii, 660. 


The author outlines briefly the mechanism of ob- 
struction and occlusion of the bile passages and 
enumerates the recognized methods of repair or 
reconstruction which might be used for the relief of 
any given case. 

He reports three unsatisfactory end-to-end anas- 
tomoses of the bile-ducts in dogs and describes in de- 
tail a successful operation on a man for a cicatricial 
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obstruction to the bile-duct requiring excision of 
three-fourths of an inch of the common duct. Path- 
ologically, the excised mass proved to be composed 
entirely of scar tissue and the fact that the patient is 
still in good health confirms the findings of the lab- 
oratory. The author reports in this connection a 
hitherto unpublished case from the clinic of Elting 
of Albany in which the laboratory report was that 
of benign stricture but which later proved to be a 
carcinoma. 

A tabulated list of the cases previously reported 
is included. Attention is drawn to the fact that in 
approximately 9o per cent of the cases reported, re- 
pair of the bile duct was necessitated by accidental 
injury, and emphasis is laid upon the necessity of 
extreme care in operations upon the gall-bladder. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Picqué, R.: The Immediate Treatment of Articular 
Wounds in a Field Ambulance (Du traitement 
immédiat des plaies articulaires dans une ambu- 
lance de Vavant). Bull. et mém. Soc. de chir. de 
Par., 1916, xlii, 930. 


Picqué reports the results in 47 cases of articular 
wounds treated in his ambulance service at the 
front. Of the 47 cases, 12 were treated prior to 
March, 1915. Of the 12, 7 were tréated by early 
evacuation. The result is not known. Five 
cases which were under observation all died from 
septicemia. 

Since March, 1915, 35 cases were cared for; 
34 were treated by economic resection and 1 by 
amputation. All 34 recovered. There was 1 
death from gaseous gangrene. The details of the 
47 cases are given and the various aspects of the 
subject, principles of intervention, operatory in- 
dications, technique, etc., are fully discussed. 

Picqué says the excellent results obtained agree 
with those of other surgeons at the front; but they 
are due in his case to a typical resection modeled on 
the lesions. 

The evolution of articular wounds, like all other 
war injuries, has undergone metamorphosis due to 
the perfection of the surgical installation and the 
application of the fundamental principle of immedi- 
ate intervention, prophylactic and conservative, 
and strictly adequate to the lesion. 

Articular surgery is one of the finest conquests of 
field surgery. It is as important that injuries of the 
large articulations be treated at the front as injuries 
of the skull, chest, and abdomen. 

W. A. BRENNAN. 


Swett, P. P., and Stoll, H. F.: Hereditary Syphilis 
as an Etiological Factor in Spurs on the Os 
Calcis. Surg., Gynec. & Obst., 1916, xxii, 674. 


The authors report 9 cases of spur formation on the 
os calcis, which seem to be the result of hereditary 
syphilis. Three of the cases were operated upon 
and after a few months the symptoms recurred. In 
these 3 cases, as well as in the other 6, the symp- 
toms were finally relieved by active specific medica- 
tion. The diagnosis of hereditary syphilis is based 
on an extensive study of the family histories, and in 
7 of the cases the presence of the spurs was shown by 
X-ray pictures. Inall of the cases the Wassermann 
reactions were negative. 

From this study it is concluded, in view of the sug- 
gestive family histories and the marked improve- 
ment in the local symptoms as well as in the general 
health, that hereditary syphilis is an underlying 
etiological factor of great importance in many cases 
of spur formation on the os calcis. Also it seems that 
the pain in these cases results from an active inflam- 
matory process, and that the spurs themselves are 
not necessarily painful, unless they are of such a size 
or in such a position as to cause pressure on surround- 
ing tissues. 


FRACTURES AND DISLOCATIONS 


Pozzi, S., and Peuret, A.: Treatment of Fractures 
of the Thigh in War Surgery (Sur le traitement 
des fractures de cuisse en chirurgie de guerre). Rev. 
de chir., 1916, Xxxv, 177. 

The authors report 20 cases of thigh fracture due 
to war injuries. Of these, 6 were due to bullets 
and were completely aseptic. Treatment was by 
immobilization and extension. Consolidation was 


obtained in all cases with more or less marked short- 
ening. There were 14 cases of suppurating frac- 
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tures, mostly due to shells. The treatment con- 
sists in clearing of the wound; drainage; use of 
Dakin’s solution; immobilization; daily dressings. 
Drainage was as free as possible and whenever there 
was any increase in temperature or pain, fresh 
drainage incisions were made. 

Of the 14 cases 2 died; 2 had amputations; 
in 6 there was complete consolidation; 1 recovered 
with pseudo-arthrosis; 3 are in process of recovery. 
One of the deaths was due to septicemia, and the 
other to a severe bladder injury, the fracture pro- 
gressing favorably. W. A. BRENNAN. 


Sever, J. W.: Fracture of Tuberosities of the Tibia. 
Am. J. Orth. Surg., 1916, xiv, No. 5. 


The author reports three cases that came under 
his observation which were all traumatic in origin. 
In such cases there is produced a condition of knock- 
knee and joint-strain which causes a change in the 
weight-bearing surface of the knee-joint. He thinks 
balancing of the foot and leg in proper weight- 
bearing lines will relieve the knock-knees and joint- 
strain. He quotes Jones’ report of two cases, 
Fowler’s one case, and Lange’s two cases. 

Pare Lewin. 


Robinson, E. 
Astragalus. 


The author’s experience has been unsatisfactory 
with the older methods of treatment of fracture 
dislocations of the astragulus and he has found that 
the recipient was more or less of a cripple the re- 
mainder of his life. 

In the case reported he shows an excellent result 
attained by open operation after the usual manipula- 
tion under anesthetic proved of no avail. 
cision four inches over the outer side of the ankle 
was made, the fragment pried into place, the wound 
closed without drainage and the plaster cast ap- 
plied. An excellent result was obtained. 

H. W. 


F.: Fracture Dislocation of the 
Ann. Surg., Phila., 1916, lxiii, 606. 


Cotton, F. J., and Henderson, F. F.: Results of 
Fractures of the Os Calcis. Am. J. Orth. Surg., 
1916, xiv, 290. 

The authors report the results obtained in 75 
cases. The great majority were “smashes” of the 
os calcis received in falls on one or both heels from 
a height of from 5 to 4o feet. In general there 
was a “smash” below the weight-bearing vertical 
line of the tibia, running more or less, mostly less, 
vertically, and various radiating lines running down 
and forward and backward. The heel was driven 
up and often was driven outward. The whole bone 
was compressed vertically and expanded laterally: 
there was often a pushing of fragments inward 
under the ankle, and almost uniformly a considerable 
pushing outward of bone-fragments, capped by 
the usually intact outer lamella of the os calcis out 
under the external malleolus. 

The authors believe that os-calcis fracture of the 
usual compression type is one of the most serious 
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lesions met with, so far as future function is con- 
cerned. The prognosis as to use is as serious as 
fracture of the femur at the hip. 

Late operations for correction are useful, but far 
from ideal in results. Palliative measures (plates, 
pads, braces, and shoe modifications) are usually 
useless. The authors recommend the Cotton re- 
duction as outlined in 1908. 


Lounsbury, B. F.: Fracture of Os Calcis. 
Gynec. & Obst., 1916, xxii, 638. 

Fracture of the os calcis has been considered a rare 
condition. Recent statistics show that it forms 
about 2 per cent of all fractures. In the past the 
condition has been largely unrecognized and treat- 
ment neglected. Diagnosis without X-ray exami- 
nation is difficult. The cardinal points in diagnosis 
are: 

1. History of injury (usually a fall from a height, 
landing on the feet). 

2. Physical findings: 

(a) Heel broadened and everted. 

(b) Absence of concavity on both sides of 
Achilles tendon. 

(c) Sinking of malleoli, especially the internal 
one. 

(d) Flattening of the longitudinal arch of the 
foot. 

(e) Ecchymosis. 

({) Sometimes, crepitation. 

3. Pain. 

A. In old cases. 

(1) Across front of instep. 

(2) Under point of heel. 

(3) Under external malleolus. 

(4) In sole of foot. 

B. In recent cases. 

(1) Diffused pain through heel and ankle ag- 
gravated by attempt to stand on foot, 
or by manipulation. 

4. Radiogram. 

No case of ankle injury should be finally diag- 
nosed without this means. 

Usually more than one line of fracture exists. 
Most frequently fracture begins in the concave ar- 
ticular facet of the os calcis where it articulates with 
the wedge-like articular facet of the astragalus. 
The portion of bone posterior to this point is 
usually driven upward and backward, either in a 
single mass or broken by one or more lines. Usually 
there is considerable impaction. This displacement 
backward and upward produces flattening of the 
longitudinal arch of the foot. The fracture may be 
comminuted and occasionally may be compound. 
There may be a tear fracture at the insertion of the 
Achilles tendon, or of the plantar tendon, or on the 
lateral aspect at the attachment of the calcaneo- 
fibular or lateral talocalcaneal ligament. There 
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may be a simple line of fracture without displace- 
ment. 

The results of treatment of this condition in the 
past have been poor. 


The condition is usually un- 
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recognized and neglected. In old cases palliative 
treatment is adopted, such as arch supports for fallen 
instep, pads under the heel for pain in the sole of 
the foot, or operative procedures to remove spicules 
and projecting callus. - In recent cases the normal 
contour of the bone should be restored. For tear 
fractures, the fragments are sutured in position. 
Cases with backward and upward displacement 
of the posterior fragment (and these form a large 
majority of fractures of the os calcis) are reduced by 
passing a urethal sound -in front of the Achilles 
tendon, making strong downward traction while 
counter upward pressure is made on the anterior end 
of the bone in the sole of the foot. The fragments 
are held in position by severing the Achilles ten- 
don and incasing all in a plaster cast to the knee. 
While the cast is hardening the ball and heel of the 
foot are pulled toward each other, making a high 
elevation in the arch of the foot. The cast is kept 
on for four weeks, then removed and passive mo- 
tion and massage used daily, with hot foot soaks. 
The patient should be kept off his feet for ten weeks, 
then arch supports are fitted in the shoes and he 
is gradually permitted to put weight on the foot 
while walking with crutches. 

The disability usually lasts six months or more in 
recent cases properly treated. In unrecognized and 
neglected cases the disability lasts from six months 
to two years and may even become permanent. 


Groves, E. W. H., and Brown, T. H.: The Treat- 
ment of Gunshot Fractures. Lancet, Lond., 
1916, CXC, goo. 


In a typical gunshot fracture the authors call 
attention to three main characteristics: (1) great 
comminution with displacement, (2) severe sepsis, 
and (3) pain which becomes intolerable with move- 
ment. 

The indications are directed to saving life and 
limb and to restoring function. To accomplish 
these results, four things are necessary: (1) im- 
mobilization for a long period, (2) free drainage and 
frequent redressings, (3) extension in a correct line, 
(4) maintenance of both wound treatment and 
extension for a period which may be prolonged for 
several months. In addition the nearby joint 
should be semiflexed, so that the limb is in physiologi- 
cal rest, and the flexors are relaxed. Massage and 
movement of the limb from an early period should be 
practiced. 

Grossly infected wounds are frequent after frac- 
ture by bombs and shell fragments, also by military 
rifle bullets at proximal ranges. They should be 
opened up freely at the earliest moment. Treat- 
ment should not be delayed for X-ray evidence if 
it is not at hand. Missiles and particles of clothing 
as well as all extraneous matter should be removed. 
Small punctured and penetrating wounds should be 
left alone with a simple dressing, until further treat- 
ment can be given in a general hospital, provided 
there is no evidence of infection. 

In comminuted fractures, the authors state with 
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positiveness that however freely the wound is opened 
up, the bone fragments must be left in situ. There 
are only two exceptions to this rule of not removing 
bone fragments: (1) when the articular end of a 
bone is shattered, all loose bone should be removed 
from the joint; and (2) if a bit of bone is clearly 
devoid of all vascular connection and lies in a 
septic wound, it should be taken out. 

Operative fixation of fragments is not recommend- 
ed. If much comminution is present, plating or 
wiring is useless and a mechanical impossibility, 
and when the fracture is not comminuted, it should 
be treated by extension. Boring bone for plating 
invariably leads to necrosis when the wound is 
already infected. 

A very good description is given of the latest and 
best apparatus made of wire, which is easily trans- 
ported in the field, as well as a careful description 
of the technique in the practice of immobilization. 

Louis A. LAGARDE. 


Darrach, W.: A Plea for the Immediate Reduction 
of Fractures. Ann. Surg., Phila., 1916, lxiii, 593. 


The author believes the old dictum, “ Wait until 
the swelling goes down,” has been the cause of much 
permanent disability and deformity, and that 
fracture with displacement should be considered 
as much an emergency as acute appendicitis or 
perforating ulcer. One should preferably have an 
X-ray first to assist in making an exact diagnosis, 
but if not available, manipulation is indicated 
without, as early reduction is desirable and of suffi- 
cient advantage to offset the value of X-ray. 

Open operation should be deferred until nature 
has had an opportunity to marshal her forces and re- 
sistance and get the injured area entrenched behind a 
zone of infiltration. 

Immediate reduction of fractures with displace- 
ment results in easier and more accurate apposition, 
less pain, less swelling, less reparative tissue forma- 
tion and a more rapid, solid, bony union. 

H. W. MEYERDING. 


Gallie, W. E.: Open Operation for Fractures. 
Canad. J. Med. & Surg., 1916, xxxix, 163. 

Gallie in his article makes a plea for the use of 
boiled bone for plating fractures. His experiments 
show conclusively that when any form of transplant 
is used, death of the transplant follows with sub- 
sequent replacement of the dead bone by new formed 
bone which is deposited along the ingrowing capil- 
laries. Since this is true the author believes that 
boiled bone plate can be used more successfully 
than autogenous grafts, as they can be prepared 
beforehand. 

Gallie uses a plate made from beef bone curved in 
transverse section and thicker in the middle than 
elsewhere. For fastening the plate’screws of bone 
are used, these are cut on a lathe. In cutting the 


hole for the screw a tap smaller than the screw is 
used, into the thread thus cut a polished steel screw 
is driven, this cuts a thread and hardens it by com- 
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pression so that when the bone screw is put in it 
does not crumble. 

+» When the bone screw is turned a short stem is 
left attached to the head, this is tapered and squared 
to fit into a chuck made like a clock key by which the 
screwisdrivenhome. The stem is turned down thin 
at its junction with the head so that it can be 
broken off after the screw is in place. 

Gallie also describes a bone holding clamp for 
retaining the fragments in place, this can be better 
appreciated by reading the original article. 

FRANK D, Dickson. 


SURGERY OF THE BONES, JOINTS, ETC. 

Walther, C.: Repair of a Breach of the Trapezius 
and Splenius with a Cicatrix Adhering to the 
Cervical Vertebrz (Réparation d’une_bréche 
du trapéze et du splenius avec cicatrice adhérente a 
la colonne cervicale). Bull. et mém. Soc. de chir. 
de Par., 1916, xlii, 585. 

The patient reported by Walther was injured by 
a gunshot and showed a deep cicatrix about the 
size of a five-franc piece adhering to the cervical 
vertebra at the crest of the left half of the sixth and 
seventh cervical vertebra. The trapezius, splenius, 
and first layers of the rhomboid had been sectioned 
by the projectile. 

It was impossible to elevate the shoulder, and 
pain radiated along the spine. ‘ Walther excised the 
cicatrix, freshened the muscles and sutured them 
which not only resulted in the correction of the de- 
formity, but left a condition which, as far as con- 
tracture was concerned, did not differ from the op- 
posite side. W. A. BRENNAN. 


Linberger: Hypodermatic Treatment of Joint 
Injuries (Ueber Stauungsbehandlung bei Gelenk- 
verletzungen). Muenchen. med. Wchnschr., 1916, 
Ixiii, 331. 

Linberger reports the details of 8 cases of severe 
injuries of the knee-joint treated by Bier’s method of 
continuous hyperemia which was found practicable 
in field surgery and requires no more time than other 
procedures for severe wounds. Of the 8 cases 
7 were cured. 


This method is particularly useful in knee-joint © 


gunshot injuries which are almost always infected 
wounds. It obviates and checks the results of 
infection and thus renders major operations un- 
necessary. Fever abates soon after the beginning 
of treatment and pain is usually decreased within 
twenty-four to thirty-six hours. The end functional 
results were good. W. A. BRENNAN. 


Mouchet, A.: Treatment of Fistulous Osteitis 
by the Polyvalent Serum of Leclainche and 
Vallée (Le traitement des ostéites fistulouses par le 
sérum polyvalent de Leclainche et Vallée). Bull. 
et mém. Soc. de chir. de Par., 1916, xlii, 898. 

The author reports the moderately satisfactory 
results which he has observed in the treatment of 
fistulous osteitis by the serum of Leclainche and 
Vallée. The use of this method offers doubtful 
advantages and may occasion great danger. 
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The author believes that the majority of osteites 
should be treated surgically. The mechanical 
action of the serum which would aid in the elimina- 
tion of the sequestre is manifested only when no 
surgical treatment has been instituted. 

The cicatrization obtained after the use of serum- 
ized dressings is not always durable. Serotherapy 
does not always suffice to bring about recovery, and 
then surgical interference has to be adopted under 
the least favorable conditions. Moreover, the 
employment of the serum may give rise to accidents, 
lymphangitis, erysipelas, and abundant and foetid 
suppurations from the tract of the osteitis. 

Serum may be of use in the treatment of the soft 
parts and in cases of superficial osteitis but it should 
be used with extreme caution. W. A. BRENNAN. 


Armitage, H. M., and G. L., Jr.: Treatment of 
Injuries in the Vicinity of the Elbow-Joint. 
Ann. Surg., Phila., 1916, Ixiii, 596. 

The authors review the anatomy of the elbow- 
joint and call attention to the gravity and fre- 
quency of injuries in this region. They divide 
elbow-joint injuries into: 

1. Fractures of the lower end of the humerus: 
(1) supracondyloid fracture (more or less transverse 
of the shaft above the condyles); (2) T- or V- 
shaped fractures; (3) epiphyseal separation; (4) 
fractures of the external or internal condyles and 
epicondyles. 

2. Lesions of the radius and ulna: (1) dislocation 
backward of the radius and ulna; (2) fracture of the 
upper third of the ulna, with or without disloca- 
tion forward of the radius; (3) dislocation forward 
of the upper end of the radius; (4) fracture of the 
olecranon process of the ulna; (5) fracture of the 
neck or head of the radius; (6) subluxation of the 
head of the radius; (7) fracture of the commun pro- 
cess of the ulna. 

3. Simple sprains of the elbow. 

Treatment and surgery of these conditions are 
discussed. Attention is called to the fact that fre- — 
quently dressings are responsible for stiffness fol- 
lowing joint injuries, and that the best results are 
obtained by dressings in acute flexion as soon as 
the acute symptoms have subsided, during which 
time they are dressed in extension. Passive motion 
is advised when due to prolonged immobilization, 
adhesions, etc., though many able authorities ad- 
vise to the contrary. 

Ankylosis due to excessive callus or displaced 
fragments demand operation and massage. The 
use of splints, etc., is advised against. 

H. W. MEYERDING. 


Hardouin, P.: Resections of the Elbow in War 
Surgery; Functional End-Results (Observations 
de résections du conde en chirurgie de guerre; 
resultats functionnels éloignés). Bull. et mém. Soc. 
de chir. de Par., 1916, xiii, 1162. 


The 51 elbow resections reported by Hardouin 
are divided into 3 groups: (1) primitive resections 
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(within 24 hours), 19; (2) secondary resections 
with drainage, 25; (3) late secondary orthopedic 
resectons, 7. 

The first group gave the worst results. In 9 
cases there was no voluntary improvement; 5 are 
ankylosed; 2 semi-ankylosed; 3 with limited flexion. 

The second group gave 3 good results with 
extended strong movement; 4 with limited flexion; 
7 ankyloses (5 with half extension or somewhat more, 
2 with bad extension) ; 6 with no spontaneous move- 
ment; 5 with defective flexion. Of the 25 cases 
7 arms are good or fairly good; 5 are ankylosed, 
and in 13 the arm can give no real service. 

In the third group, among the 7 cases, 4 showed 
good results, 1 moderate, and 2 bad. 

Despite the poor functional results the author 
thinks that resection of the elbow with drainage is 
an operation of necessity when the life of the patient 
or the limb is endangered. W. A. BRENNAN. 


Legg, A. T., and Ober, F. R.: Tendon-Transplanta- 
tion. Jnterst. M. J., 1916, xxiii, 333. 


The author’s present conclusions are drawn from 
100 cases of tendon-transplantation at the Children’s 
Hospital, Boston, during the five years previous to 
1914. Transplantations at the ankle alone were 
considered. 

Under general considerations the authors call 
attention to the proper muscle balance being sus- 
tained following transplantation; the inadvisability 
of waiting too long, probably two years after the 
disease would be best because of the weakness 
following fixation, etc., with braces. Actual paraly- 
sis must be determined as muscles may appear to be 
paralyzed but are only apparently so from over- 
stretching, etc. Leverage and mechanical possibil- 
ity must be considered. 

Operative considerations favor correction of 
deformity, first, the tendon-transplantation making 
the wound away from the course of the tendon and 
inserting it well into the bone after passing under 
fascia, fat, and annular ligaments. Insertion with- 
out tension and careful closure of the tissue over- 
lying the tendon are advised to prevent adhesions. 

Post-operative treatment consists of plaster of 
Paris in an overcorrected position, light massage 
at the end of three weeks, wearing of a plaster cast 
for three months, and a brace two to four months. 

Causes of failure are faulty technique, poor selec- 
tion of cases, and inefficient after-care. ‘Too long 
wearing of braces is warned against. Six months’ 
time is sufficient. H. W. MEYERDING. 


Jones, R.: Notes on Military Orthopedics; Suture 
of Nerves, and Alternative Methods of Treat- 
ment by Transplantation of Tendon. Brit. 
M. J., 1916, i, 641, 679. 

The author calls attention to the proper treat- 
ment of nerve injuries causing limb disability. His 
wide experience before and during the war make his 
observations most valuable. In his opening para- 
graph he dwells upon the orthopedic features in the 
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treatment of nerve injuries, as nerve injuries rarely 
occur without damage to the surrounding structures 
— bone, tendon, muscle, and skin. 

In suture of the nerves, the following points 
should be observed: 

1. The correction of contracture of the skin or 
muscle, and all the anatomical constituents from 
the skin to the bone on the concave aspect, that is 
— on the abnormal direction the contracture 
takes. 

2. When possible the freeing of joints from all 
adhesions and the restoration of the mobility of the 
joint in all cases where ankylosis of the joint is 
threatened. 

3. The maintenance of the paralyzed muscles in a 
position of relaxation throughout the period of 
recovery. 

4. The practice of massage during recovery, but 
without once allowing the relaxed muscle to be 
stretched. 

He lays especial stress upon the relaxation of the 
muscle and has found that this elemental principle 
is often neglected. He says: “the most skillful 
operation performed on the most suitable case will 
prove a fiasco unless the affected muscles are kept 
continuously relaxed until recovery takes place.” 

He recalls his previous statement that though 
poliomyelitis may permanently destroy the motor- 
cells of the anterior horns of the gray matter, and 
thus forever render the muscles dependent upon 
them useless, this however has seldom been the 
case and clinical experience has shown complete 
paralysis with complete recovery and many par- 
tial recoveries, thus proving that the motor-cells 
thus concerned suffered only temporary injury. 

The difference between an overstretched and a 
paralyzed muscle must be recognized, and this can 
only be done by putting it in a position of relaxa- 
tion and giving it prolonged rest for at least six 
months. Although many of the principles are ap- 
plicable to gunshot wounds, there is a limit to con- 
servative methods, and in cases presenting a promise 
of success nerve-suture is advised. The author 
states that his experience in tendon-transplantation 
in poliomyelitis has been of great value to him in 
caring for gunshot wounds. H. W. MeverpIna. 


Quénu, E.: Partial Amputations of the Foot for 
Gunshot Wounds of War (Note sur les amputa- 
tions partielles du pied dans les plaies par projec- 
tiles de guerre). Bull. et mém. Soc. de chir. de Par., 
1916, xlii, 538.. 

Injuries to the foot by gunshot wounds are com- 
paratively rare. In the statistics of Nové-Josse- 
rand, Gourdon, and others, in 2,516 amputations 
there were only 110 partial amputations of the foot, 
and a great many of these were on account of frost- 
bite. 

Quénu thinks that in injuries to the foot, as in 
those of the hand, even when the injury is severe, 
there should be no haste to amputate; and when 
amputation is necessary it should be done in healthy 
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tissue. If there is no appearance of infection, the 
general rules of surgery should be followed; i. e., 
removal of the projectile and cleansing the wound. 
If the operation is done early, with arrest of the pro- 
jectile in the tissues, reunion by first intention may 
be obtained even in articular wounds with a rapid 
cicatrization and a return of the functions of the 
foot. If there is infection and the joints are sup- 
purative, the phlegmonous foci must be incised and 
evacuated. If drainage of the articulation is diffi- 
cult amputation may have to be done; but this 
should be confined to plane section in the infected 
articulation. 

The final plastic restoration should be delayed for 
several weeks when the field of operation is in a 
generally healthy condition. This will give op- 
portunity for an economic operation. As much of 
the calcaneum as possible should be preserved. 

Pirogoff’s operation, either modified or not, ap- 
pears to be the most desirable. |W. A. BRENNAN. 


ORTHOPEDICS IN GENERAL 


Painter, C. F.: Hallux Valgus. Bosion M.&S.J., 1916, 
clxxiv, 636. 


The etiology and treatment of hallux valgus is 
here taken up. Hallux valgus is merely an outward 
deviation of the great toe, accompanied usually 
by bursa-formation, and more or less painful and 
disabling static disturbances. 

Hallux valgus is nearly always accompanied by 
a relaxed anterior arch with its flat forefoot, callus 
formation, and general discomfort. It is essentially 
a shoe deformity, short and pointed shoes giving the 
greatest number of cases. 

Pathologically hallux valgus is not an exostosis 
at all, shows no thickening of the metatarsal or 
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phalanx, but does exhibit an atrophy or erosion of 
the articulating head of the metatarsal. 

For operative treatment, Painter recommends 
the old Hueter operation, removing the metatarsal 
head, and advises the use of a metal splint to prevent 
riding up of the phalanx on the metatarsal. He 
condemns the use of turning in the bursa between the 
metatarsal and phalanx. R. G. Packarp. 


Cross, C.: Golfer’s Foot. 


Golfer’s foot is a new name for the old condition 
of metatarsalgia and, as defined by Cross, is a dis- 
tortion downward of the heads of the second, third, 
and fourth metatarsals or any one of them. In 
the golfist this condition is due to the fact that when 
making for instance a right-handed drive, the player 
throws most of the body weight over the anterior 
portion of the left foot, for the foot has been elevated 
with the “upswing.” This weight is distributed 
mostly to the outer half of the arch, including the 
third, fourth, and fifth metatarsal heads, and a 
strain may be produced. This condition of relaxa- 
tion or rupture of the ligaments of the anterior 
metatarsal arch, may also occur in any overused 
foot. 

The symptoms include first a slight discomfort at 
the base of the third or fourth toe, slight swelling 
on the dorsal surface, pain on pressure, and a feeling 
of irritability or fatigue. Physical signs are practi- 
cally negative. Treatment consists in correcting 
the arch by the application of dry heat, holding up 
the arch by some flexible support, exercising the 
feet nightly, and reducing the acute inflammation 
by a wet dressing of magnesium sulphate. The 
patient should turn his toes in more, should not 
change suddenly from high to low heels, and should 
wear shoes not too short. R. G. Packarp. 


Med. Rec., 1916, Ixxxix, 896. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Castex, M. R.: Vertebral Metastatic Carcinoma 
Primary in the Breast (Carcinosis vertébral 
metastatica por primitivo de la mama). Prensa 
méd., Argent., 1916, ii, Supp., 213. 

The author reports a case in a woman of 42. The 
history showed that in October, 1915, the left 
breast had been excised on account of a tumor. 
Examination in February, 1916, showed the verte- 
bral column grossly deformed: dorsolumbar kypho- 
sis; movements of extension, flexion and latero- 
flexion, considerably reduced and painful; pressure 
very painful from the second dorsal to the sacrum; 
apophysary deviation in all the zone of the kypho- 
sis; intense intumescence on both sides of the 
column in the dorsolumbar zone, bland, elastic, 
and very painful. 

Three possible genetic causes for the spondylosis, 
lues, tuberculosis, or neoplasm, are considered. 
The first two Castex rules out for reasons given and 


deduced from the symptomatology. He thinks 
the mode of onset, the morbid course, and the actual 
symptoms fully correspond to a vertebral carcinoma 
process. The fact that the patient had already had 
a neoplasm of the left breast is significant; and al- 
though it may be objected that the spondylosis 
might have existed prior to the neoplasm, yet the 
author thinks the facts in the history clearly prove 
that this was not the case. 

Vertebral carcinoma is never primary; it is always 
secondary or metastatic. The observations on 
record of primary carcinoma do not stand before 
anatomopathologic criticism and they are all shown 
to be endotheliomata or primary sarcomata. Verte- 


bral metastatic cancer always corresponds to the 
primary type from the histological viewpoint. It 
is much more frequent in women than in men, and 
corresponds with cases of mammary carcinoma. 
The author is aware of only one case of vertebral 
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carcinoma in which the uterus was the prime focus. 
In similar cases in man the prime focus is in the 
prostate or bronchii. 

The point of incidence in the vertebral body is 
usually the spongy tissue and it develops most 
commonly into osteoclastic carcinoma, but it may 
take the osteoplastic form. The dorsal and lum- 
bar regions are the most frequently attacked and the 
process usually extends to many vertebre. 

The author points out that a woman operated 
upon for a mammary cancer may, months or years 
later, show nervous phenomena which are a con- 
sequence of the primary neoplasm. He refers to 
such cases and he thinks that the pathology of 
vertebral carcinoma can explain all the spondylitic 
phenomena. 

The prognosis in this as in other advanced cases 
is fatal. No reliance can be placed on arsenicals, 
radio-activity, or colloidal preparations which have 
always failed in such a condition. W. A. BRENNAN. 


Schachner, A.: Injuries of the Spinal Cord; with 
Report of Gunshot Injury of the Cord at the 
Fourth Cervical Vertebra and Successful Re- 
moval of Projectile. Surg., Gynec. & Obst., 1916, 
xxii, 706. 


The case reported was that of a boy shot with a 
22-calibre long projectile fired from arifle. It lodged 
in the posterior columns of the cord and was suc- 
cessfully removed from the cord at the level of the 
fourth cervical vertebre. In this paper, dealing 
with injuries of the spinal cord, the author empha- 
sizes the following points: 

While a carefully prepared set of radiographs, 
stereoptically studied, will supply valuable data as 
to the course of the projectile and the probable na- 
ture of the spinal injury, from which valuable con- 
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Sicard, J. A., and Dambrin, C.: Nerve-Sutures 
(Sutures nerveuses). Bull. ef mém. Soc. de chir. 
de Par., 1916, xxxii, 961. 

In reviewing the observed cases of nerve-suture 
for the past 15 months, it appears that the classic 
techniques followed have not fulfilled the expecta- 
tions held out and that other operatory methods 
must be sought to give better results. 

Experimental operatory interventions made prior 
to the war —clear sections with a minimum of 
suppuration —: are very different from those met 
with resulting from projectiles. The lesion is 
more extended; fusion is distant in the nerve- 
trunk; the cicatrix is hard and retractable, formed 
at the expense of tissue a long time suppurative; 
and it may even be fibrous or cartilaginous in con- 
sistency. The operator may attempt a partial 
resection and endeavor to make an end-to-end suture 
of such altered tissues, which is sure to be a thera- 
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clusions as to the possible existence and probable 
extent of cord injuries can be drawn, it is par- 
donable to emphasize the warning that the diagno- 
sis, however carefully made, is frequently mis- 
misleading. 

The term “concussion of the cord” is one about 
which there is considerable difference of opinion, it 
being accepted by some and rejected by others. 
The term may be said to mean the impairment or 
loss of function without the existence of gross ana- 
tomic cord changes. 

If a hematorrhachis is suspected, a lumbar punc- 
ture will confirm the existence of the same as well 
as — the pressure within the space, if it is done 
early. 

Hematomyelia, as a pathological entity, is of com- 
paratively recent origin, and according to Thor- 
burn and others is underestimated as to its fre- 
quency. Hemorrhage selects the gray matter of 
the cord over the white, because the vessels are less 
firmly supported in the gray matter. As the gray 
matter is most predominant in the cervical region 
it is the most favorable region for its occurrence. 

The Roentgen ray spinal puncture, and a careful, 
neurological study, is the diagnostic triad upon which 
we are dependent. 

It is difficult to avoid the conclusion that an ac- 
curate estimate of the cord destruction is frequently 
impossible, and if this fairly represents the status 
is it not proper to lay down the axiom, “When in 
doubt, explore’’? 

If modern surgery can lay claim to any achieve- 
ment, it is the elimination of doubt through cautious 
exploration, and the fact that some explorations 
can be shown to be useless, or even a few fatal, does 
not, in the author’s judgment, invalidate the broad 
application of the rule. 


NERVOUS SYSTEM 


peutic failure; or if a large resection is attempted, 
end-to-end suture is not utilizable. In such case 
suture “par dedoublement” may be tried but this is 
doomed to total failure. Unfortunately the cases 
are rare in which the extent of the nerve injury is so 
reduced that it is seen within the operatory field 
and that the ends may be united directly to other 
nerve fascicules with preservation of the surround- 
ing nourishing tissue. This, when it happens, is 
the method of choice, and offers the best chances 
of recovery. 

After having performed a large number of nerve 
sutures by different classic methods, the authors are 
led to believe that end-to-end suture after strict 
resection of all fibrous parts remains the best method, 
but that whenever such suture is impossible, the 
method of choice is the nerve-graft, which may be 
either by heterograft or autograft. 

The authors describe their technique of nerve- 


378 


grafting. They have performed 11 such operations 
since December, 1915, but it is too early for an 
opinion as to the results. 

Gosset, who submitted this report, stated that 
according to figures published in 1915 by Sicard, the 
actual number of cases in which the authors had 
performed nerve-suture was 37. There appears to 
have been only 1 success in the series so there was 
nearly 100 per cent of failures. Personally he 
has made 352 interventions for lesions of peripheral 
nerves during the war, 126 nerve-sutures, and 25 
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nerve-grafts. Referring only to cases before 
January, 1915, of 12 cases of complete interruptions, 
6 were treated by resection and end-to-end suture. 
In all there was functional amelioration and in 
5 there was a return of mobility. Of the other 
6 cases 2 were treated by ‘“‘dedoublement.” In one 
of these there is partial restoration of motion and 
sensation. The other 4 cases were treated by liber- 
ation. In each case the result was nil. The end- 
results of some of his graft cases are encouraging 
and he will report on them. W. A. BRENNAN. 


MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, AB- 
SCESSES, ETC. 


Roffo, A., and Gallo, N.: Contribution to the 
Chemical Study of Tumors (Contribucion al 
estudio del quimismo de los tumores). Prensa. 
méd., Argent., 1916, No. 32, 378. 


The experiments were carried out on rats. 

In a tumor weighing 36.236 gm., the total solid 
substances were 14.05 per cent, while the total of 
water found was 85.95 per cent. The amount of 
protein found was 58.22 percent of the dry substance; 
organic matter and minerals 23.16 per cent; neutral 
fats 10 per cent; phosphates 8.7 per cent; the 
minute rest was found composed of phosphorus 
and nitrogen. 

From the results of careful experimentation, the 
authors draw the following conclusions: 

1. The chemical composition of a tumor is 
constant. 

2. The globular composition is constant and the 
same in carcinoma as in sarcoma, artificially pro- 
duced in the rat. Raout L. Vioran. 


Villa, G. T.: Malignant Pustule Treated by Bac- 
celli’s Method (Un caso de pustula maligna 
tratado por el methodo de Bacelli). Rep. de med. 
y cir., Bogota, 1916, vii, 304. 


A small pruriginous vesicle in the left malar 
region of a child of 10 resisted all local treatment, 
including cauterization. The scar became sur- 
rounded by small pustules, there was considerable 
oedema, and the neck ganglia tumefied and painful. 

The child was removed to the hospital, and an 
intravenous injection of 2 cubic centimeters of 
bichloride of mercury solution in artificial serum 
2:1000 was made. Four milligrams of mercury were 


used. The treatment consisted in the use of com- 
pressions on the face and chlorate of potash gargle. 
Within a few days all symptoms were subsiding. 
When last seen there was only a scar, the oedema 
had disappeared, and the ganglions were no longer 
apparent. 


W. A. BRENNAN, 


Simmonds: Cachexia of Hypophysary Origin 
(Ueber Kachexie hypophysaeren Ursprungs). 
Muenchen. med. Wchnschr., 1916, xliii, 243. 


About two years ago Simmonds published the 
account of a case of puzzling cachexia which termi- 
nated in death, and in which the cause was deemed 
to be an embolic process of the hypophysis. 

The case which he now reports is that of a man of 
58, who for more than a year showed anemic and 
other symptoms. An occult cancer was suspected. 
Autopsy showed that apart from a terminal pneu- 
monia there was a hypophysary tumor, somewhat 
larger than a hazelnut, which had almost completely 
destroyed both hypophysary lobes. In the absence 
of other explanation, the cachexia can be explained 
only by the hypophysary alterations. There was 
no sign of acromegaly, not a single oxyphile, only 
the basophile adenoma of the hypophysis; polyuria 
and adiposis were lacking; but on the other hand 
genital atrophy and cessation of spermatic secre- 
tion and fall of pudendal hair were noted. 

Simmonds also refers to a third case of hypophy- 
sary cachexia in a girl of 9 with a basophile adenoma 
of the hypophysis, a temporary polyuria being the 
only clinical symptoms. W. A. BRENNAN. 


BLOOD 


Beatti, M.: Importance of the Lymphocytosis 
of the Blood (Importancia de la linfocitosis de la 
sangue). Rev. Asoc. méd., Argent., 1916, xxiv, 54, 


Beatti thinks that lymphocytosis per se does not 
call for specific treatment. In a syphilitic patient 
without symptoms, with the Wassermann and 
Nonne-Apelt reactions negative, but with lympho- 
cytosis in the blood, nothing can be deduced from 
this sign. In the case of a patient without specific 
symptoms showing neither globulinuria, nor cellular 
modification in the cephalorachidian fluid, and the 
two Wassermann reactions negative and with 
lymphocytosis alone in the blood, this picture is 
not sufficient to affirm syphilis. W. A. BRENNAN. 
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Friedmann, M.: Intravenous Continuous Infu- 
sion at the Front (Ueber intravenoese Dauerin- 
fusion im Felde). Muenchen. med. Wehnschr., 
1916, Ixiii, 553. 


Friedmann cites Garré, Nowakowski, and others 
whose experience is that subcutaneous infusion 
of salt solution fails in war surgery at the front. 
His own experience is similar and he has given up 
that method and used continuous intravenous drip 
infusion for more than a year, and has obtained 
much better results. The method is illustrated by 
citing a case of severe gluteal region grenade wound, 
the patient blanched and almost pulseless. The 
cubital vein is at once opened, there being no neces- 
sity for anesthesia. A glass cannula is sutured into 
the vein and the infusion dripping is regulated by 
means of a Martin glass ball apparatus. When the 
pulse is felt the drip is regulated to 200 per minute. 
The operation is then proceeded with. 

The rate of drip is varied from 30 to 100 per 
minute after the operation according to the con- 
dition of the pulse, and diagalen, stropanthin, or 
adrenalin can be added; or isotonic sugar solution 
may be used instead of the saline. Not more than 
four to five liters of water should be used in from 
twelve to twenty hours. W. A. BRENNAN. 


Miller, G. I.: Blood-Transfusion. Long Island M. 
J., 1916, x, 189. 


In the hope of finding a method of performing 
blood-transfusion which would overcome all objec- 
tions to the excellent syringe method of Lindeman, 
the author devised a valve, which consists of a 
central body, a cylinder 1.5 in. long and o.5 in. in 
diameter, with two arms extending in opposite 
directions. On the upper surface is a thumbscrew 
arrangement which slides back and forth on an 
internal fitting, which has two grooves of the same 
size as the lumen in each arm. From the under 
surface of the central body a cylindrical stem just 
large enough to receive the tip of a Record syringe 
projects downward one inch. 

The two arms are connected to pieces of 12 F. 
rubber tubing 3 in. long. In the distal end of each 
tube a metal tube is inserted, which fits the cannula 
and needle used for transfusion. By moving 
the thumbscrew back and forth the current can 
be directed into either arm. 

To overcome difficulties encountered in handling 
and steadying certain cannula on the market, 
the author has devised an instrument which is 
composed of three parts: cannula, hollow needle, 
and obturator. The needle and obturator fit 
snugly and telescope into the cannula. The ob- 
turator and cannula are of equal length, 254 in. 
The hollow needle is one-half inch longer, and is 
slightly grooved, and bevelled to a fine point. 
Three-quarters of an inch from its distal end the 
cannula is encircled by two rings. The space be- 
tween is just wide enough to receive a suture, which 
is temporarily placed by being passed through the 


skin to hold the cannula in position, preventing it 
from being shoved back and forth during the aspira- 
tion and injection of blood. 

The cannula, telescoped by the needle, bevelled 
point upward, is pushed through the skin and into 
the lumen of the vein for about a quarter inch, and 
the needle is withdrawn for a short distance to 
prevent puncturing the vessel wall. The cannula 
is then driven into the lumen of the vein until the 
ring on the cannula meets the skin. When blood is 
observed coming through the needle, the needle is 
withdrawn and if the cannula is not against the wall 
of the vein, the blood will flow freely. The obtura- 
tor is then inserted and a suture passed through the 
skin and tied between the two rings of the cannula 
to prevent it from slipping. If the blood does not 
flow freely through the cannula it is withdrawn 
slowly a quarter inch or so. 

With the donor and recipient cannulz in position, 
the operator remdves the obturators and adjusts 
the metal tip of the rubber tubing to the cannule, to 
fit snugly. A 20-ccm. Record syringe is filled with 
warm normal saline and air forced from both arms 
of the valve before adjusting it to the cannule. 
The thumbscrew of the valve is then pushed in the 
direction of the donor’s arm, the piston is drawn 
very slowly, and the syringe filled with blood. The 
thumbscrew is then changed toward the recipient’s 
arm and the syringe emptied rapidly of blood. ‘The 
operator continues to alternate the direction of the 
thumb screw, filling and emptying the syringe, 
without disconnecting it from the valve, until the 
desired amount of blood has been transfused. 

ALBERT EHRENFRIED. 


Carter, W. S.: An Experimental Study of the Use 
of Sodium Citrate in the Transfusion of Blood 
by Direct and Indirect Methods. South. M. J., 
1916, ix, 427. 

Carter’s experiments were upon dogs. His ap- 
paratus consisted of an ordinary pharmacist’s 
percolator of 300 ccm. capacity. This was cali- 
brated and a perforated rubber stopper was fitted 
into each end. The stopper at the bottom end had 
a Y-shaped glass tube, drawn out to form two can- 
nulas, inserted into it. The upper stopper had a 
bent piece of glass tubing inserted into it, which 
served to connect the cylinder with two pressure 
bottles. The pressure bottles were used to control 
the pressure in the cylinder. 

At the beginning of each transfusion 50 ccm. 
of a 2 per cent solution of sodium citrate was put 
into the cylinder and the blood was drawn in by 
lowering the pressure bottle. For the first 
and second groups a uniform negative pressure was 
used when filling the container, and a uniform 
positive pressure in emptying it. It became ap- 
parent that the most important factor was the 
length of time the blood was kept out of the body; 
so, in the third group, the blood was kept in the 
cylinder a uniform period of time by varying the 
pressure. It was found that the blood should not 
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be kept out of the body more than one and one- 
half minutes at the most. 

The solution of sodium citrate was compared with 
physiological salt solution, with Ringer’s solution, 
and with a solution of hirudin. 

In the experiments in which sodium citrate was 
used in the indirect method, the blood was allowed 
to flow through a paraffined cannula into a flask 
containing 25 ccm. of 2 per cent sodium citrate 
solution until the flask was filled up to the 250 ccm. 
mark. The citrated blood was filtered through 
several layers of sterile gauze wet with physiological 
salt solution before it was introduced into the re- 
cipient’s vein. Small clots were frequently found 
on the gauze showing the necessity for this precau- 
tion. 

It was found to be very important to have a can- 
nula large enough to give a free flow from the donor, 
thus avoiding delayed coagulation which occurred 
in the citrated blood after it had been filtered through 
gauze in three cases in which the flow was slow. 

In Carter’s experiments he found: 

1. That sodium citrate is a satisfactory anti- 
coagulant when used in the cylinder for direct 
transfusion in a 2 per cent solution. 

2. That transfusion can be continued from 2.5 
to 3 times longer with a 2 per cent citrate solution 
than with a physiological solution. 

3. That a solution of sodium citrate is as efficient 
as a solution of hirudin, as shown by the amount of 
blood transfused or by the time of transfusion. 

4. That sodium citrate does not lessen the 
coagulability of the blood and is not toxic in the 
amount used. 

5. That the coagulability of the blood is tem- 
porarily increased immediately after transfusion in 
which sodium citrate is used. 

6. That the lethal dose of sodium citrate in dogs 
is about 1 gram per kilogram of body weight when 
dilute solutions are injected and that in concentrated 
solution the dose is not more than 0.5 gram per 
kilogram. 

7. That a o.2 or 0.3 per cent solution of sodium 
citrate is sufficient to prevent coagulation and does 
not have any toxic effect in the amount used for 
indirect transfusion in man. J. W. Turner. 


BLOOD AND LYMPH VESSELS 


Soubbotitch, V.: Traumatic Aneurisms (Ancurisms 
traumatiques). Bull. ct mém. Soc. de chir. de 
Par., 1916, xlii, 698. 

Soubbotitch of Belgrade gives details of vascular 
surgery performed by him during the Serbian wars 
of 1912 and 1913 and also during the present war. 

In all the author has operated upon 169 cases of 
traumatic aneurism. The details of 43 of these 
were left behind on the retreat of the Serbian Army 
from Nish, and these, if available, will be published 
later. The present report therefore deals with 126 
operated cases only. In these 161 important vessels 
were injured, 129 arteries and 32 veins. 


The operations in the 161 comprised 107 ligatures— 
93 arteries, 14 veins; 50 angiorrhaphies—32 arteries, 
18 veins—z2g being partial and 21 total; 4 Matas 
operations (aneurismorrhaphy). 

The operative results are as follows: 

In 72 arterial aneurisms treated by ligature, there 
were 56 recoveries; 1 improved; 8 cases of gangrene; 
8 deaths. 

In 18 arteriovenous aneurisms treated by liga- 
ture there were 14 recoveries, 1 case of gangrene, 3 
deaths. 

In 23 arteriorrhaphies for aneurisms there were 
18 recoveries, 5 failures of which 1 died. 

Of 19 arteriorrhaphies for arteriovenous aneurisms, 
there were 15 recoveries, 2 deaths, 1 failure, and 1 
unknown. 

Of 4 Matas operations 4 recovered. 

Post-operative gangrene developed in 10 cases. 
In 9 of these amputation was performed and the 
cases all recovered. Amputation was refused in 
the tenth case. Of the gangrene cases 8 occurred 
after ligature, 2 after suture. 

In all there were 13 deaths, 9 after ligatures and 
4 after suture. The causes of death were anemia, 
4 cases; secondary hemorrhage, 3 cases; pneumonia, 
2 cases; septicemia, 1 case; embolism, etc., 3 cases. 

The full details are given inthe tabular statements. 

As regards the Carrel operation (angiorrhaphy) 
in war, the author says that owing to insufficient 
experience with it they soon came to the conclusion 
that in order that this operation should be successful 
the case must be aseptic. In his opinion, the Matas 
operation is an excellent one and to be recommended. 
Finally, he states that experience shows that the 
plasticity of the healthy and non-infected vascular 
walls is much greater than is believed and that an 
injury well endotheliomized can often be sutured 
without freshening. Such a suture can offer a 
guarantee against secondary hemorrhage. 

W. A. BRENNAN. 


Begouin, P., and Moulinier, R.: Arteriovenous 
Aneurism of the Axillary Artery (Anéurysme 
arterio-veineux de Vartére axillaire). J. de méd. 
de Bordeaux, 1916, \xxxvii, 76. 


The patient in this case was wounded early in 
August. By November 22, the date of the opera- 
tion, the aneurism had the aspect of a fusiform 
mass occupying the summit of the axilla; was pul- 
satile and had a double bruit which was propagated 
in the pectoral region. The hand was cold, dis- 
colored, and slightly oedematous. The operation 
was long and tedious. The artery and vein were 
ligated above and below the aneurism prior to its 
excision. The compression of the _ subclavian 
artery on the first rib did not interrupt the arterial 
flow. After incising, the pectoralis major and 
axillary artery were temporarily ligated. The 
aneurism included 3 cm. of artery and 6 cm. of 
vein. After excision the circulation was re-estab- 
lished in the limb in better mechanical condition 
than before the operation. 
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Attention is called to what the authors term 
the collateral sign, i.e., when the circulation has 
attained a certain value. examination of the collat- 
eral vessels will disclose very clear pulsations over 
ordinarily non-pulsatile arteries. In this case the 
external mammary and the subscapular arteries 
were distinctly pulsatile. This sign, when observed, 
is a valuable indication for intervention and it 
is a symptom which argues well for a favorable 
prognosis. W. A. BRENNAN. 


Séjournet: Wounds of Veins (Plaics des veines). 
Presse méd., 1916, p. 151. 

Séjournet does not favor compression in wounds of 
veins because it does not assure drainage and favors 
infection of the wound while allowing the risk of a 
secondary hemorrhage. He thinks ligature of a 
large vessel, by bringing the return circulation to 
an abrupt stop in a limb exposed to infection, com- 
promises its vitality. Hence his preference is for 
lateral suture which only narrows the caliber slight- 
ly and re-establishes the circulation. 

W. A. BRENNAN. 


Graf, P.: Experience with Vascular Injuries (Erfah 
rungen bei Gefaessverletzungen). Beitr. z. klin. 
Chir., 1916, xcviii, 532. 

The author gives his experiences derived from 
58 vascular wounds observed during the fighting 
around Warsaw. 

In these 58 cases, 62 interventions were made: 
three times arrest of hemorrhage in dying men; 
43 ligatures; 5 amputations of limbs; 8 suturings; 
3 tamponings under narcosis. The general mor- 
tality was 25 per cent. The carotid externa was 
ligated six times, the carotid interna once, and the 
maxillaris externa twice. ‘Tamponade was abso- 
lutely necessary in one case. There were 15 liga- 
tures and 3 suturings of the subclavian, brachialis, 
and cubitalis for arm wounds. 

In the leg region 30 interventions were made for 
29 injuries; 23 ligatures — 5 amputations for infec- 
tion; 5 vessel suturings; 2 tamponades under 
narcosis. Of these interventions, 16 were on the 
femoralis —11 ligatures, 6 suturings. In 4 out 
of 5 interventions on the popliteal, infection was 
already manifest, and in the fifth case the patient 
died of secondary hemorrhage after a couple of 
weeks. In the tibialis, ligature generally stopped 
the hemorrhage. In one of these cases amputation 
was found necessary and the patient died after a 
’ few days owing to loss of blood from the stump. 

Eight arterial suturings were done without any 
subsequent secondary hemorrhage, infection, or 
death. The author’s experience leads him to think 
that vascular injuries coming to the field surgeon 
are under all circumstances to be considered as 
life endangering. In only the minority can a 
smooth, infection-free encapsulation of the blood 
outlet be obtained; and by the development of 
aneurisms bleeding may continue for weeks. Every 
secondary hemorrhage, even if slight, makes an 


opening up of the bullet tract imperative. This 
should be done even if the bleeding ceases. Later 
hemorrhages may be expected with certainty. 
Therefore it is always best under narcosis to lay 
bare the larger vessels in suspected, and particularly 
in infected, cases. 

For clean wounds suture of the vessels is the best 
procedure; and even slightly infected cases may be 
sutured, when the external wound is well trimmed. 
The vessel must be clearly separated away from 
the cavity by muscle-suturing. 

Ligature of the larger vessels must be kept up 
for two or three weeks, especially when the col- 
lateral blood flow can be regulated and checked by 
a proper disposition of the limb. 

Hyperemia and the procedure of Moszkowicz 
are adaptable when there is a question of the 
development of collateral circulation. 

W. A. BRENNAN. 


POISONS 


Bazy: Localized Tetanus (Du tétanus localisé). 
Bull. Acad. de méd. de Par., 1916, xxv, 594. 

When tetanus develops it usually attacks the 
whole muscular system. But some cases have been 
noted in which it has attacked only one part of the 
body, leaving the head free. This type has been 
designated as localized tetanus. 

The author has found a case which he believes 
answers this description in a soldier who had the 
left leg amputated. Antitetanic serum was injected 
six hours after injury. The wound suppurated and 
there was some fever. All the usual symptoms of 
tetanus developed, trismus, dysphagia, sardonic 
laughter, pain, fever, and profuse perspiration, and 
antitetanic treatment was instituted with an im- 
mediate cessation of most of the symptoms. Bac- 
terial cultures showed the pyocyaneus only, and 
inoculation proved negative. No tetanus spores 
were discovered. 

The author, while admitting the possibility of 
local tetanus, thinks it is difficult to diagnose as 
tetanus these cases in which more or less extensive 
contractures are observed with a particularly pain- 
ful infected wound. W. A. BRENNAN. 


Goadby, K.: The Treatment of Tetanus. Practi- 
tioner, Lond., 1916, xcvi, 526. 


The treatment of tetanus is divisible into two 
main categories, prophylactic treatment and cura- 
tive treatment. 

The prophylactic treatment aims to accomplish 
three cardinal points: (1) to prevent the growth of 
the tetanus bacillus in the wound itself; (2) to 
neutralize any poison formed by the organism 
directly it is formed and before it can attack the 
nerve tissues; (3) to cause as little local disturbance 
as possible to the parts infected by the tetanus 
organism, especially nerve-trunks. 

1. To prevent the growth of the tetanus bacillus 
it must be always kept in mind that the organism 
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is a strict anaerobe, and therefore free oxygen 
prevents its development. Wounds contaminated 
with earth, especially contused, punctured, or 
lacerated wounds, should be freely exposed to the 
air, protected only by very thin coverings. Oxy- 
gen in the form of peroxide of hydrogen should be 
used freely and waste dressings must be burned at 
once. 

2. To neutralize any poison formed before it 
becomes absorbed by the nerve tissue, a prophylac- 
tic dose of antitetanous serum should be given as 
soon as practicable after the injury and before any 
extensive wound cleaning is performed. It should 
be administered subcutaneously, in a dose of 500 
U.S. A.units. Since this procedure has been adopt- 
ed, very few cases of tetanus have been recorded 
from the front. 

3. Adequate and convincing experiments have 
proved that the tetanus toxin finds its way along the 
perineural lymph-channels into the central nervous 
system. As little local disturbance of the wound 
as possible is therefore indicated if any premonitory 
symptoms of tetanus have appeared, such as rigid- 
ity or local spasm of muscles in the immediate neigh- 
borhood of the wound, or an occasional symptom, 
general rheumatic pains. When definite tetanic 
symptoms have appeared it is highly dangerous to 
amputate or perform any operation which opens up 
the nerve-trunks anywhere near the wound. 

The chief points in the treatment of established 
tetanus are: 

1. The early recognition of the prodromal 
symptoms. Lockjaw is nearly always a late 
symptom. 

2. To neutralize the poison in the nerves and 
blood stream, and to extract such as has already 
become absorbed by the central nervous system. 

3. To keep the patient’s strength up until the 
neutralization of the poison is effected by the natural 
defensive powers of the body, aided by the adminis- 
tration of the appropriate antidotes. 

Chief among the early symptoms are local 
muscular rigidity and fibrillar twitchings; sometimes 
the latter are noticed by the patient himself. In 
a severe and extensive wound, rigidity, due to 
tetanus spasm, may be mistaken for traumatic 
swelling, but the rigidity in tetanus is usually 
confined to muscle groups, such, for instance, as the 
right half of the anterior abdominal wall in a wound 
of the right groin, the left rectus and the external 
oblique being flaccid; the deltoid and triceps in a 
wound of the upper arm. 

The most important clinical treatment of tetanus 
is the administration of the specific antitoxin. The 
researches of Park and Biggs have shown the value 
of the intrathecal route for the administration of 
tetanus antiserum. 

There is little advantage in administering tetanus 
antitoxin intravenously as well as intrathecally, and 
from Parks’ experiments it appears doubtful if 
tetanus antitoxin enters the cerebrospinal fluid from 
the blood. When tetanic spasms are established, 
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intrathecal injection of tetanus antitoxin should be 
performed. 

Fifteen to twenty ccm. of cerebrospinal fluid 
are drawn off, and the serum, previously warmed to 
body temperature, is slowly run in by gravity, 
4,000 to 8,000 U. S. A. units, according to the 
severity of the case. 

The patient must be kept in a darkened room, and 
the utmost quiet maintained. Any shock or 
noise, however slight, induces a spasm. Narcotics, 
in full doses, should be freely administered, such 
as chloral, 30 gr., potassium bromide, 15 gr., 
every four hours, until the spasms decrease; par- 
aldehyde may be given in alternation. Morphia 
may be given in addition to the above. 

J. H. Skizes. 


Kuemmell: The Result of Prophylactic Vac- 
cination Against Tetanus (Die Erfolge der 
Schutzimpfung gegen Wundstarrkrampf). Berl. 
klin. Wehnschr., 1916, liii, 414. 


Kuemmell dwells on the conservative course fol- 
lowed by surgeons in the early part of the war, and 
the changes which were instituted owing to the 
appearance about September, 1914, of gas phleg- 
mon and tetanus. Very little success was obtained 
in the treatment of tetanus and the mortality was 
very high. Madelung showed 14 dead out of 21 
tetanus cases. In different hospitals it ran from 
50 to 100 per cent. However, since the wounded 
have been given a _ prophylactic intramuscular 
injection of 20 units of antitoxin, tetanus has 
almost disappeared. Inquiries show that in 
one hospital out of 483 prophylactically vac- 
cinated cases there was only one death. In 
one.of Kuemmell’s field hospitals where there were 
372 wounds of a severe nature, due to grenades or 
shrapnel, after antitoxin vaccination no case of 
tetanus developed. 

Out of 1,555 very severely wounded cases treated 
prophylactically, there was only one tetanus case 
which was fatal. From inquiries among his col- 
leagues, Kuemmell finds that only 42 cases of 
tetanus were known to have developed during the 
past ten to eleven months although the conditions 
were the same as before except for the prophylactic 
treatment. Of these 42 cases 29 had not received 
prophylactic vaccine. Among 8 French prisoners 
whom Kuemmell vaccinated from six to eight days 
after they were wounded, there were 4 deaths from 
tetanus. 

In a good many of the cases that have been report- 
ed where tetanus appeared after the administration 
of antitoxin, the antitoxin was given very late. 
Protection can only be counted on for fifteen days, 
and if the infection is severe for no more than a 
week. The first protective vaccination must be 
repeated within seven days if surgical intervention 
of any kind is made or to be made. If there are 
further interventions it is well to repeat the pre- 
cautionary injection. Kuemmell thinks that the 
relatively small number of failures after protective 


> 
| 
: 
| 
— 
: 


GENERAL SURGERY — MISCELLANEOUS 383 


inoculatien will be reduced with the perfecting of 
the serum inoculation technique and avoidance of 
errors in its administration, as well as the early 
treatment of all suspected cases. 

There is only a comparatively small number of 
individuals who are especially susceptible to the 
tetanus poison, and for whom prophylactic treat- 
ment is of little avail. For the treatment of tetanus 
itself, no good results follow any known treatment, 
and thus the practice must be to immunize the 
body against the working of the tetanus poison. 

W. A. BRENNAN. 


Robertson, H. E.: The Present Status of Magnesi- 
um Sulphate in the Treatment of Tetanus. 
Arch. Int. Med., 1916, xvii, 677. 


Robertson gives a comprehensive review of the 
clinical reports of the use of magnesium sulphate 
in the treatment of tetanus. From a careful study 
of the individual reports it is readily apparent that 
antitetanic serum not only holds a valuable place 
in the treatment of all cases of tetanus, but also 
that the administration of magnesium sulphate by 
intralumbar injection has brought about a definite 
decrease in the percentage of deaths from tetanus. 
The same may be said of the subcutaneous method, 
but the intravenous method has been disappointing. 

The deleterious effects of magnesium sulphate is an 
important factor in its administration. An overdose 
may result in sudden death from its effect on the 
heart or its centers in the spinal cord. This accident 
has not followed the subcutaneous method, and as 
death takes place instantly there is no treatment. 
The most frequent bad effect is from depression of 
the respiratory center; this can be combated by the 
administration of calcium chloride, 50 ccm. of a 
2 per cent solution into the muscles. Physiological 
salt solution would rapidly give relief or the admin- 
istration of 1 mg. of physostigmin or eserin. The 
good effects of these drugs are not so apparent when 
the magnesium sulphate has been given by an 
intralumbar injection, and it was suggested to wash 
out the subarachnoid space with normal salt solu- 
tion. 

He quoted Meltzer as suggesting the following 
dosage: Intraspinal, 1 ccm. of a 25 per cent solution 
for every 22 pounds of body weight. Subcutaneous, 
1.2 ccm. of 25 per cent solution per kilo. As the 
subcutaneous injection is painful, it may be neces- 
sary to precede the injection by same local anes- 
thetic, as novocaine. D. L. Desparp. 


Emery, W. D.: Some Factors in the Pathology of 
Gas Gangrene. Lancet, Lond., 1916, cxc, 948. 


Gas gangrene is described as the most interesting 
disease of the present time. It is of equal interest 
to the surgeon and pathologist. ‘To the latter it is 
of special interest because it is a disease caused by 
an organism most virulent under certain conditions, 
and absolutely non-pathogenic under others. 

The disease may appear in a slight wound and 
the part may become gangrenous in as short a space 


of time as two hours, when it emits a peculiar dis- 
gusting odor. This odor may be thrown out by the 
body of the wounded, and the nurses have become 
so sensitive to its presence that they recognize it as 
the “death smell.” Death may take place with 
profound toxemic symptoms in thirty hours. It 
is apt to develop much later, at the base or after 
arrival in the home hospital. The amount of gas 
varies. The worst cases show but little or no gas 
in the tissues. In others there is much gas, under 
tension, so that the tissues crackle on palpation. 
The lesion may be local with sloughing when there is 
no toxemia present. 

The symptoms of gas gangrene are induced by a 
bacillus which is almost devoid of pathogenic powers, 
first described by Welch as the bacillus aerogenes 
capsulatus; it is more commonly called in England 
the bacillus perfringens. ‘Though an anaerobe it is 
not strictly so. It grows in milk, the cream at the 
top acting as a seal to prevent access of oxygen. It 
forms spores on media which contain proteids by 
preference. When grown on media containing 
glucose it forms enormous quantities of gas without 
depositing spores. The bacillus is but slightly 
pathogenic for rabbits, a trifle more so for guinea 
pigs, and is equally non-pathogenic for man in whom 
it is a normal inhabitant of the alimentary canal 
causing no harm. Furthermore, it is present at a 
certain stage in almost all wounds giving rise to no 
special pathogenic effects, and this is especially true 
when the organism is present alone and unmixed with 
streptococcus or staphylococcus infections. Cases 
of haemothorax and wounds of the knee have been 
known to recover where the organisms were found 
in vast numbers and where there was no rise in 
temperature. Such contradictions have caused 
observers to wonder if the welch bacillus is actually 
the cause of gas gangrene. All evidence points to 
the origin of gas gangrene from this bacillus, how- 
ever. The bacillus of malignant oedema is at times 
associated with it, but its presence is difficult 
to detect. The mixed infections studied are not 
specially concerned in the development of gas 
gangrene. 

Why is it that gas gangrene fails to develop in all 
the wounds in which its presence has been demon- 
strated? (1) We know that the bacillus is killed 
by the blood serum and plasma. (2) The toxin 
of the bacillus will inhibit emigration and kill 
leucocytes when present in large amount. (3) In 
cases of gangrene millions and millions of bacilli 
are found, but very few leucocytes. (4) Dead and 
lacerated tissues, thoroughly inoculated with dirt 
and a large blood-clot, are usually found in the worst 
of the war wounds, such as shell wounds. In such 
wounds bacterial growth will take place unrestrained, 
and if there is no free escape of the toxin it will 
accumulate to such an extent that ‘when it soaks 
through into the healthy tissues, the leucocytes are 
killed on the spot, growth continues and spreading 
gangrene is set up. This condition is facilitated by 
interference with the blood supply. This may 
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explain the reason for the frequent appearance of 
gas gangrene in the forearm and leg in which the 
muscles are enclosed in fibrous aponeuroses in 
which they are rapidly strangled if swelling takes 
place therein. (5) Another point to be mentioned 
is the fact that the toxin, when it reaches a vein, 
causes thrombosis, and the vascular supply is still 
further interfered with. (6) The mere presence of de- 
vitalized tissue is not sufficient to give rise to the 
alarming symptoms of gas gangrene, but its pres- 
ence in the absence of drainage offers a bad progno- 
sis. 

As to treatment, early drainage, removal of clot 
and dead tissue, encouragement of the circulation, 
re-establishment of tissue surfaces to health by the 
use of hypochlorous solution, and promotion of 
lymph lavage by hypertonic solutions, are the best 
methods of treating wounds with gas gangrene or 
those that are threatened with this virulent infec- 
tion. Louis A. LAGARDE. 


Ritter: Gas Burns (Ueber Gasbrand). Beitr. z. 
klin. Chir., 1915, xcviii, 47. 


Ritter gives his experiences regarding the fre- 
quent wound infections due to the gas bacillus and 
which he terms gas burns. The disease is character- 
ized by the formation of gas and by the burning up 
of the tissues. It should not be termed gas phleg- 
mon (connective-tissue inflammation). Inflamma- 
tion and suppuration usually accompany the injury 
but are not a necessary part of the clinical picture. 
The disease is caused by an anaerobic gas-forming 
bacillus. Ritter thinks it necessary to emphasize 
the liability to direct infection from the disintegrated 
matter of dead bodies lying near the trenches. 

Gas burns may be noticed very soon after the 
onset of an injury. The author has found it twelve 
hours afterward. ‘There are two forms: the epi- 
fascial type which develops usually without danger 
and the subfascial which is always serious. Death 
may result but this is due not to sepsis, but to 
blood infection caused by invasion of the bacillus. 

The infection may. be strictly local and many of 
the worst cases are of this type. Such local infec- 
tions are characterized by an abnormally high num- 
ber of thromboses in the beginning of the process. 
Although such local infections are most frequently 
situated in the extremities, Ritter has found them in 
the brain, lungs, etc. 

In 1,200 injuries he observed 42 cases of gas burn: 
21 were in the lower extremities; 6 in the upper; 
7 in the breast, neck, and abdomen; 4 in the brain; 
4 in the lung. 

Ritter figures his mortality in these cases as 
42.9 per cent. According to Kuemmell about one- 
third of gas burn cases are fatal. Ludeck had a 
mortality of 85 per cent and Franz 53.4 per cent. 
When death occurs it is usually on the second or 
third day after the first symptoms are noted. 

The treatment varies. In light external cases 
broad incisions usually give good results. Even in 
cases of deep-seated injuries repeated incisions with 


chemical agents will mostly effect a cure, but the 
incisions, etc., must be thorough, and all pockets, 
necrotic areas, etc., must be thoroughly opened up 
and excised. 

Of 25 cases thus treated by Ritter, he lost only 
one. 

As a prophylactic the author recommends Bier’s 
passive treatment. 

He thinks the best results are obtainable from 
combining free incisions with the Aetz method. 
His procedure is to widely open up the orifice of the 
wound and clean away all débris so that nothing 
but fresh tissue is left. ‘The trajectory of the bullets, 
etc., are also opened up as far as possible. All 
openings are thoroughly washed with soap and hot 
water. 

The soap is rubbed into the tissues and rinsed 
away with water. By this treatment the author 
had success in some advanced cases which did not 
present themselves for twenty-four to thirty hours 
after injury. He emphasizes the necessity for rad- 
ical excisions in such cases. W. A. BRENNAN. 


SURGICAL ANATOMY 


Rous, P., and Jones, F. S.: The Protection of 
Pathogenic Micro-Organisms by Living Tissue- 
Cells. J. Exp. Med., 1916, xxiii, 601. 


The authors point out that there are a number of 
important diseases, among them leprosy, tubercu- 
losis, gonorrhoea, Leishmania, caused by microbic 
parasites which live more or less habitually within 
tissue-cells. The part played by the host cells in 
the life of such micro-organisms and also in the dis- 
tribution within the body of the diseases they in- 
duce has obvious importance. They found that 
it was impossible to make direct im vitro tests with 
the micro-organisms mentioned and the cells in which 
they live, for the reason that they fail to give rise 
to circulating antibodies active enough to be suit- 
able for the tests. But the problem can be approach- 
ed, they found, by means of artificial systems, for 
example, by submitting leucocytes that have in- 
gested bacteria to a bactericidal serum and observ- 
ing its effect on the intracellular organisms. 

Their experiments included that of a protection 
against a foreign antiserum, protection against an 
inorganic disinfectant and homologous antiserum, 
and from their work a number of facts seems proven. 

1. Living phagocytes are able to protect ingested 
organisms from the action of destructive substances 
in the surrounding fluid, and even from a strong 
homologous antiserum. 

2. There is evidence that the protection by phago- 
cytes is largely if not entirely conditioned on their 
being alive. 

3. These facts should be taken into consideration 
in the study of diseases caused by infectious agents 
capable of living within tissue-cells. 

But they finally point out that it remains to be 
determined how far the protection of micro-organ- 
isms by living tissue-cells, especially cells incapable 
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of killing the micro-organisms, is important in dis- 
ease processes. The phenomenon may have much 
to do with the survival in the animal body of organ- 
isms such as the leprosy bacillus which is so often 
found living within cells of the fixed tissues; and it 
may serve to explain in part the therapeutic difficul- 
ties in such instances. It may throw light, further- 
more, on the formation of new disease foci at points 
of injury in individuals of high general resistance. 
For if an infective agent can be “walled” off from 
the action of the body fluids by the protoplasms 
of a single cell containing it, there is no reason why 
it should not be carried unharmed wherever this 
cell goes. Georce E. 


Robertson, T. B., and Burnett, T. C.: The Influence 
of Tethelin, and of Other Alcohol-Soluble 
Extractives from the Anterior Lobe of the 
Pituitary Body, upon the Growth of Car- 
cinomata in Rats. J. Exp. Med., 1916, xxiii, 631. 


One of the authors recently succeeded in isolating 
the growth-controlling principle, tethelin, from the 
anterior lobe of the pituitary body. The methods 
of isolating the substance, its chemical properties 
and physiological actions, and the evidences of its 
identity with the growth-controlling principle 
have already been published. It has also been 
already pointed out that the hypodermic adminis- 
tration of emulsified tissue of the anterior lobe of 
the pituitary body to rats, either directly into or in 
localities remote from the tumors, leads to a re- 
markable acceleration of the growth of the Flexner- 
Jobling carcinoma, especially during the period of 
growth between the twentieth and thirty-seventh 
days succeeding inoculation. This effect is specific 
since similar administrations of liver tissue, during 
the same period, far from causing any acceleration 
of the growth of the tumors, actually resulted in a 
slight but definite retardation of their growth. 

In view of these results it appeared of importance 
to ascertain whether tethelin also reproduces the 
effect of the whole anterior lobe upon the growth of 
carcinomata, and to that end the investigations 
which are about to be described were undertaken. 
At the same time it seemed advisable to the authors 
to ascertain whether any other alcohol-soluble 
extractive of the anterior lobe of the pituitary body 
exerts any action upon the growth of carcinomata. 
Three such fractions were prepared and their 
action upon the growth of carcinomata was inves- 
tigated, with the following results: 

1. The hypodermic administration of tethelin 
increases markedly the rate of growth of the pri- 
mary tumor and the tendency to form metastases 
in rats inoculated with carcinoma, in this, as in 
other respects, reproducing the action of the whole 
anterior lobe of the pituitary body. 

2. Other alcohol-soluble extractives of the an- 
terior lobe of the pituitary body, with the exception 
of the lecithin fraction, exert no appreciable effect 
upon the growth of carcinomata in rats. 

3. The lecithin fraction, as in previously reported 
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experiments in which the authors employed lecithin 
obtained from eggs, causes evident retardation of 
the growth of carcinomata in rats. 

GeorceE FE. Betsy. 


Higgins, H. L., Peabody, F. W., and Fitz, R.: A 
Study of Acidosis in Three Normal Subjects 
with Incidental Observations on the Action 
of Alcohol as an Antiketogenic Agent. J. 
Med. Research, 1916, xxxiv, 263. 


The authors call attention to the fact that it has 
long been known that the administration of a car- 
bohydrate-free diet causes the development of a 
moderate acidosis in normal persons. The experi- 
ments in this paper were designed to obtain further 
data, primarily on the production of acidosis 
induced by a carbohydrate-free diet, and its effect 
on the metabolism of normal individuals, and, 
incidentally, on the action of alcohol on such an 
acidosis. The subjects made use of were three 
healthy men between the ages of 28 and 33 years. 
The diet, which consisted chiefly of eggs, butter, 
meat, fish, and sugar-free cream, was practically 
carbohydrate-free. It was prepared with great care 
in the diet kitchen of the Peter Bent Brigham 
Hospital, under care’ul supervision, and was served 
in an appetizing manner. The subjects endeavored 
to eat about 3,500 calories per day, largely of fats, 
with the idea of getting a high degree of acidosis, 
but they did not relish so much food and on some 
days could not take it all. The general plan was to 
make observations on the gaseous metabolism and 
urine on one day when the men took an ordinary 
mixed diet, then on three days with carbohydrate- 
free diet, then on one day with carbohydrate free diet 
plus whiskey, and finally on a sixth day a diet with 
the same protein and caloric content, but with 
much of the fat replaced by carbohydrate. 

Total nitrogen in the urine was determined by 
the Kjeldahl method. Urinary acidity and ammonia 
were tested by Folin’s methods. The hydrogen-ion 
concentration of the urine was determined by the 
method of Henderson and Palmer. Acetone was 
distilled by a method suggested by Scott-Wilson 
and titrated by the Messinger method. (-oxybuty- 
ric acid was estimated by the Shaffer and Marriott 
method. Bang’s micromethod for blood sugar was 
used, and Marshall’s urease method for blood 
urea. The alveolar air was taken by the method of 
Haldane and Priestley with a Siebeck valve. Four 
samples, two at the end of expiration, and two at the 
end of inspiration, were taken before and after the 
morning and afternoon metabolism experiments 
and just before the subjects went to bed at night. 
The gaseous metabolism was determined by means 
of the Tissot spirometer and the Haldane gas- 
analysis apparatus. 

In three healthy subjects a carbohydrate-free diet 
caused the development of varying degrees of 
acidosis. The acidosis was shown by a lowered 


CO2?-tension of the alveolar air, by an increased 
urinary excretion of ammonia nitrogen and of 
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acetone bodies, and by the increased titrable acidity 
of the urine. The acidosis was accompanied by sub- 
jective sensations of malaise, an increased oxygen 
consumption, a negative nitrogen balance, increased 
pulse-rate, and increased ventilation. Alcohol given 
to the subjects on this diet in dosage comparable 
to that used for clinical purposes did not stop the 
progress of the acidosis or show any antiketogenic 
action. Coincidental with its administration there 
was further increase in the oxygen consumption 
and in the disagreeable subjective symptoms. 
GreorceE FE. 


Pellegrini, E.: Intestinal Function in Pancreopath- 
ic Conditions (Funzionalita intestinale in pan- 
creopatici). Clin. med. ital., Milano, 1915, liv, 625. 

The pancreatic function must be studied in two 
ways: according to the fluids which pass from the 
gland into the intestine; and according to the wider 
and more general action which the products of in- 
ternal secretion exercise on the organism. 

The author states that a thorough investigation 
of pancreas functioning has been carried out in 
Maragliano’s clinic in the University of Genoa. 
The results from various standpoints will be pub- 
lished from time to time. The methods of research 
are described in great detail as well as the clinical 
histories of ten patients and some controls, the 
results being elaborately tabulated. 

From the results the author draws these conclu- 
sions: 

1. In determinate pancreatic lesions the copro- 
logic tableau is constituted as follows: (a) stools 
rich in water, with abundant alimentary residue, 
excessively steatorrhocic with desquamatory ele- 
ments; (b) stools deprived almost wholly of ster- 
cobilin with a reaction principally alkaline; (c) 
stools rich in unmodified albuminoid residues; (d) 
stools with augmentation of undigested carbo- 
hydrates; (e) the formula of fatty matters almost 
universally inverted, the quantity of neutral fatty 
matters prevail considerably; (f) digestion of the 
nucleus of ingested meat completely suppressed. 

2. The coprologic picture shows that in pan- 
creatic disease elimination of water is profoundly 
modified; proteolytic, amylolytic, and especially 
steatorrhoeic powers are greatly diminished; the 
nucleolytic power is lowered; the external functions 
of the pancreas are totally compromised. 

3. Reciprocally, it is certain that the index 
of the lesions or the insufficiency of the pancreas 
must be sought in the diminution of the digestive 
power, especially for fats, and in the diminution 
of the nucleolysis of ingested meats. 

W. A. BRENNAN. 


Auer, J., and Meltzer, S. J.: The Intravenous 


Injection of Magnesium Sulphate for Anzs- 
thesia in Animals. J. Exp. Med., 1916, xxiii, 641. 


The effect on animals of intravenous injections of 
magnesium sulphate was investigated by the au- 
thors about ten years ago and its use in this way in 
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general was discouraged. However a series of 
experiments made by the authors with intravenous 
injection of magnesium sulphate in cases of experi- 
mental tetanus, and the meager but satisfactory 
experience which Kohn and Straub had with the 
employment of this method in cases of tetanus in 
human beings, induced the authors to take up the 
experimental study in animals of the employment of 
magnesium sulphate by intravenous injection for 
the purpose of producing anesthesia. This was 
done as a preliminary test for the admissibility of 
studying the exclusive use of intravenous injec- 
tions of magnesium sulphate as a means of produc- 
ing, or at least inducing, anesthesia in human beings. 
Their experiments seem to justify the following 
general conclusions: 

1. By the intravenous injection of 4:1,000 
magnesium sulphate into dogs at a certain rate, 
a stage can be reached where the abdominal walls 
are completely relaxed and when section of the 
abdomen and stimulation of sensitive parts of the 
parietal peritoneum do not produce pain or elecit 
any reaction of the animal. At the same time 
spontaneous respiration may still be maintained 
within normal limits and the lid reflex be fair or 
even normal. In this state intratracheal intuba- 
tion for artificial respiration can be easily accom- 
plished. This stage may be attained in twelve to 
fourteen minutes when the rate of injection is about 
3 ccm. per minute. When this stage is attained 
the rate of injection should gradually be reduced, 
otherwise, sooner or later, spontaneous respiration 
will be abolished, and by a further maintenance of 
the rate of injection all the skeletal muscles may 
become paralyzed. 

2. When the injection of magnesium is continued 
for a longer period, the paralytic effects of the mag- 
nesium injection will set in, even when administered 
at a slow rate. 

3. The paralysis of the respiratory function is 
readily met by intrapharyngeal insufflation, which 
is easily executed even without training in this 
procedure, or by the method of intratracheal in- 
sufflation, if executed by one trained in its manage- 
ment. 

4. When the respiration of the animal is accom- 
plished by insufflation, the paralytic effect of the 
magnesium may be abolished fairly rapidly by an 
intravenous injection of about 10 ccm. of an 8:1,000 
calcium chloride solution; or it may disappear slowly 
after the infusion of the magnesium solution is dis- 
continued for some time. ‘The latter mode of dis- 
appearance may be favorably accelerated by an 
intravenous infusion of 60 to 100 ccm. of a 
4:1,000 solution of sodium sulphate. 

5. The production of anesthesia by intravenous 
injection of magnesium sulphate should not be 
undertaken unless an apparatus for intrapharyngeal 
insufflation is at hand, because in exceptional cases 
the disappearance of spontaneous respiration may 
be one of the earliest consequences of the magnesium 
injection. 
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6. The injection of calcium chloride should not 
be employed in cases in which the subject shows 
cardiac insufficiency. In such instances, moreover, 
injections of magnesium should not be used for 
the purpose of anesthesia, at least not until greater 
experience has been acquired in the employment of 
this method. Gerorce E. 


Pellegrini, E.: Stercobilin (Sulla stercobilina). 
med. ital., Milano, 1916, liv, 791. 


Clin. 


Pellegrini presents some of the results obtained 
in experimental researches on intestinal function 
carried out at Maragliano’s clinic in the University 
of Genoa. 

The results were obtained from observation of 
patients in whom there were more or less notable 
gastro-enteric disturbances. ‘The methods followed 
for the estimation of urobilin in the urine were those 
of Mareschal, Huppert, and Hammarsten, and for 
biliary pigments those of Gmelin and Nencki. 
Gmelin’s method of blood examination was followed. 

The results show that there is an agreement in the 
conditions of elimination between stercobilin and 
urobilin in conditions in which these pigments are 
eliminated normally. This normal urofcecal elim- 
ination exists in spite of disturbances of the diges- 
tive apparatus caused by gastric, enteric, cardiac, 
and other lesions. In hepatic lesions, stercobilin 
diminishes rapidly until only minute traces are 
left and icterus may or may not be present. In 
such patients the elimination of urobilin takes the 
form of pathologic urobilinuria, and this is particu- 
larly noted in the case of pancreatic subjects. 

The facts appear to show that hepatic conditions 
notably influence the elimination of urobilin and 
that in cases where stercobilin is absent the elim- 
ination of urobilin is pathologic. W.A. BRENNAN. 


Gates, F. L., and Meltzer, S. J.: An Experimental 
Study of the Additive and Antagonistic Actions 
of Sodium Oxalate, and Salts of Magnesium 
and Calcium in the Rabbit. J. Exp. Med., 1916, 
xxiii, 655. 

On the basis of the hypothesis that magnesium 
favors inhibition of the various functions of the 
nervous system, Meltzer and Auer studied exten- 
sively the action of magnesium salts upon various 
animals. In injecting magnesium sulphate sub- 
cutaneously, they found that a certain dose, which 
varies with the species of animals, is capable of 
producing profound anesthesia and paralysis 
from which the animal recovers. For rabbits 
this dose amounts to about 1.5 gm. of magnesium 
sulphate (MgSO, and 7 H.O) administered in a 
molecular solution. Larger doses cause the death 


of the animal, as a rule, by respiratory paralysis. 
With an effective but non-fatal dose in subcutaneous 
injections the development of the depressing, in- 
hibitory effect is gradual and fairly slow. 

In the course of their studies, Meltzer and Auer 
found that calcium, which is chemically closely 
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related to magnesium, is biologically apparently 
the antagonist of the latter. When calcium is 
injected intravenously, shortly before or immediate- 
ly after the respiration stops, into an animal which 
has received a fatal dose of magnesium, the animal 
will recover in less than a minute, provided, of 
course, that the circulation is still effective during 
the calcium injection. 

The problem which the authors have endeavored 
to solve experimentally in this study is: ‘‘Can the 
depressing component of the calcium-precipitating 
oxalate be brought out by asimultaneous administra- 
tion of a subminimal dose of a magnesium salt?”’ 
Their experimental study seems to have firmly 
established the following facts: 

1. Subcutaneous or intramuscular injections of 
sodium oxalate in subtoxic doses, when administered 
to an animal which has received a subminimal dose 
of magnesium sulphate, produce profound anes- 
thesia and paralysis of long duration, although the 
usual effects of sodium oxalate alone are of a stim- 
ulating character. This fact is, in general, in 
harmony with the results reported by Starkenstein 
who, however, seems to have used the combination 
of the two salts in one solution; namely, that of 
magnesium oxalate. 

2. The combined injections of subminimal doses 
of sodium oxalate and magnesium sulphate produce 
a strong reduction, or even, at times, a complete 
abolition of the conductivity of the motor nerve- 
endings. 

3. An intravenous injection of calcium salts 
brings on a recovery from the profound and pro- 
longed effects of the combined action of sodium 
oxalate and magnesium sulphate, which is as 
prompt action as is observed in experiments in 
which effective doses of magnesium alone are 
given. This fact is the more noteworthy, since de- 
pressions of long duration produced by prolonged 
continuous injections of magnesium solutions alone 
do not respond very promptly and effectively to 
calcium injections. 

As will be recalled, the starting point for this 
investigation was the hypothesis that substances 
which are capable of precipitating calcium —a 
biological antagonist of magnesium — ought to be 
capable of increasing the depressive effect of mag- 
nesium. The authors’ experiments proved that this 
assumption was correct. This would seem, there- 
fore, to justify the interpretation that the augment- 
ing action of sodium oxalate has its cause in the 
ability of the latter to precipitate calcium and thus 
increase within the body the amount of unantagon- 
ized magnesium. However, they state expressly 
that this view is, for the present, still no more than 
a hypothesis and does not exclude other possible 
interpretations of the facts. As they pointed out it 
speaks against this hypothesis that’oxalates do not 
produce phenomena of depression; the toxic symp- 
toms produced by oxalates exhibit distinct signs 
of increased and not of decreased irritability. 

GEorRGE E. BEILBy. 
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Lewis, D.: The Appearance of the Pressor Sub- 
stance in the Foetal Hypophysis. J. Exp. Med., 
1916, xxiii, 677. 


It has been demonstrated that the pressor sub- 
stance of the posterior lobe of the hypophysis is 
secreted by the pars intermedia, a derivative of the 
pharyngeal pouch. The present study was under- 
taken by Lewis with the hope of determining at 
what period in foetal life the pressor substance ap- 
pears and of correlating the cytological changes in 
the pars intermedia with the establishment of 
secretory function, using the appearance of the 
pressor substance as an index. He found that the 
hypophyses of pigs just before birth were large 
enough to permit of separation of the two lobes, 
but in the earlier states this was impossible. In 
order to secure uniform material for injection the 
extracts were made from the entire gland in all 
instances. The glands were obtained fresh and 
extracted in absolute alcohol to remove the depressor 
substances. After extraction was completed, the 
alcohol was filtered off and the residue dried in a 
desiccator. The dried residue was kept in small 
bottles until desired for use, when a salt solution 
extract was made for intravenous injection. 

As a result of his experiments Lewis concludes 
that the pressor substance of the hypophysis is so 
marked in the pig foetus measuring 175 mm. that 
it seems probable that a foetus of this length is in- 
dependent of the secretion of the mother’s hypophy- 
sis. GrorceE E. 


Alberti, O.: Tubercular Bacillemia—a Clinico- 
Experimental Study (Sulla bacillemia tubercolare). 
Clin. med. ital., Milano, 1916, liv, 731. 


A question which has occasioned a great deal of 
discussion in recent years is that which refers to the 
presence of the Koch bacillus in the circulating blood 
of individuals attacked by tuberculosis. The au- 
thor reviews the voluminous literature commencing 
with Willemin’s animal experiments in 1868 down 
to the present time. In his opinion the discord 
which exists in the findings of the different authors 
is to be explained by faulty methods in the technique 
employed. 

He, therefore, undertook to carry out a series of 
experiments, following a rigorous technique de- 
signed to exclude possible sources of error. He 
examined the blood of 50 individuals, of which 30 
were unquestionably tuberculous, 10 were suspected 
and ro were Clinically healthy. In 35 cases the 
complete research was made: double microscopic 
examination by the methods of Staubli-Schnitter 
and Rosenberger; and parallel with this a biologic 
test comprising inoculation of the blood in the peri- 
toneum of guinea pigs. 

In the other 15 cases the research was limited to 
the biologic test alone. Bacterioscopic examination 
in the 35 cases gave 5 positive results with the Stau- 
bli-Schnitter method and 3 with the Rosenberger 
method. 
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Biologic tests in the 50 cases.and with 78 guinea 
pigs have given no manifestly positive results. 
Commenting on these results the author thinks that 
tuberculous bacillamia is met with very infrequently 
and is only manifested in tuberculous individuals; 
it is an inconstant and transitory phenomenon 
which ought not be considered — at least as far as 
chronic tuberculosis is concerned as a true septi- 
cemia, but simply as a bacteremia of little clinical 
importance. Tuberculous bacillemia has no re- 
lation to the degree of gravity of tuberculous lesions 
and has no practical value from either the point of 
view of diagnosis or prognosis. |W. A. BRENNAN. 


Descomps, P.: Epiploon and Pericolitis (Epiploon 
et pericolite). Rev. de chir., 1916, xxxv, 109. 


For some years past many articles have been 
written on the réle of pericolitis in the patho- 
genesis of chronic colitis and stasis. Inflammations 
and stasis in the colon usually localize in certain 
zones which favor them, the terminal ileum and 
initial segment of colon, the transverse colon, and 
colonic angles. 

In this large territory there is a special segment in 
which inflammation and stasis occur in the majority 
of cases. This is the right colonic segment. The 
anatomo-physiological conditions found there are of 
capital importance and show the part played by the 
epiploon and therefore by epiploitis in the production 
of pericolitis and consequently of colitis and stasis 
in this segment. 

The author therefore devotes the greater part 
of his article to a study of the anatomy of the 
epiploon including the arteries, veins, and lym- 
phatics. 

’ Walther and his pupils have at various times from 
1898 to the present shown the connection of epi- 
ploitis and chronic colitis, and Descomps himself, 
basing his remarks on 36 observations of Walther, 
has shown the preponderant part played by the 
epiploon in the pathogenesis of pericolitic phenom- 
ena and the favorable effects produced by epiploic 
resection and liberation of pericolonic adhesions 
as a complement to appendectomy. 

There are two ways in which the epiploon may be 
involved. First, by the formation of adhesions 
with the neighboring organs and especially with the 
right colon. Such adhesions may be primitive, 
i.e., anatomic in type, or they may be pathologic, 
inflammatory adhesions. Of this latter type are the 
restricting bands, derived from the epiploon, which 
give rise to the so-called membranous pericolitis. 
The second way in which the epiploon may be in- 
volved is less known but not less important. It 
may become inflamed and sclerotic without forming 
pericolonic adherences. The loss of suppleness and 
mobility of the epiploon gives rise to pericolitis 
and stasis. This type is frequent and in the most 


recent statistics of Walther this non-adherent type 
was found 191 times as against 181 of the adherent 
type. 


W. A. BRENNAN. 
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RADIOLOGY 


Boggs, R. H.: The Treatment of Epithelioma of the 
Lower Lip. JInterst. M, J., 1916, xxiii, 114. 


Epithelioma of the lower lip, however innocent in 
appearance, is nevertheless cancer, and often shows 
a degree of malignancy that is not usual in epitheli- 
oma in other situations. It seems to be rather a 
regional than a local lesion. The lymphatics which 
drain it should in every case receive the same atten- 
tion as the visible lesion. Until recently the best 
routine treatment has been early surgical removal 
of the ulcer and lymphatics. ‘Today the general 
practitioners commonly refer lower lip epitheliomata 
for radium therapy, because they can be successully 
treated by this method. 

At first pioneer work had to be done and the 
disappointments were many. Radium was scarce, 
the apparatus elementary, and the limitations 
many and serious. Only cases of which surgery 
despaired built their last hope on radiotherapy. 
The results were necessar‘ly uncertain and a severe 
test of the new medical faith and hope. Yet there 
were excellent results that justified the hope of the 
physician and the confidence of the patients. In 
consequence, with our present supply of radium, the 
powerful transformer, and the Coolidge tube, we 
now stand on firm scientific ground and radiotherapy 
has a definite place in the treatment of malignancy. 
To-day the radiotherapeutist has a broad and con- 
vincing clinical knowledge of his subject. The 
author is convinced that at present radiotherapy is 
the best routine treatment for epithelioma at any 
stage, and he also believes that this will be the ulti- 
mate decision of every modern physician. He 
wishes, however, to caution against haggling 
radiotherapy of lip cancers as much as against 
haggling surgery of them. Radiotherapy, to be 
reasonably successful, demands competent applica- 
tion. Radiotherapeutic treatment of lower lip 
epithelioma, was discussed at a recent meeting of 
the American Dermatological Society, and it was 
agreed that it is a legitimate and successful treat- 
ment in properly qualified hands. That epithelioma 
can be eradicated by radiotherapy has been definite- 
ly proved and in advanced cases it offers more hope 
than any other method. Cures have been effected 
in far advanced cases, but the sooner a precancerous 
change is treated the better, prophylaxis always 
being the safest and the surest. It is only fair and 
just, however, that at present no one should attempt 
this treatment without adequate previous training 
and experience under proper direction. 

The technique must, in every case, be adapted to 
the individual patient and his needs. Scientific 
dosage is a matter of physics and of therapeutics. 
Physical dosage can be measured exactly, but 
therapeutic dosage depends on the technical and 
practical judgment of the physician. As an instance 
in point, the author prefers radium used locally for 
epithelioma of the lower lip, and for the adjacent 
glands radiation with the Coolidge tube. One 
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capsule is placed inside, another on top, and another 
on the outside of the lip to secure complete irradia- 
tion. Usually the first reaction suffices for healing 
a moderate lesion, but the scar must be healthy, 
pliable, without retraction, and without scaliness 
before a case can be considered clinically cured. 


‘The treatment of the adjacent glands must never be 


neglected even for the smallest lesion. Any partial 
removal of an epithelioma must be condemned. 

The author’s conclusions are as follows: 

1. Every cancerous cell must be eradicated if the 
treatment of epithelioma of the lower lip is to be 
successful, because experience has shown that this 
epithelioma is a regional rather than a local lesion. 

2. All precancerous lesions should be treated by 
a method that leaves no scar whatever. 

3. Many hold the results of radiotherapy to be 
as good and even better than those obtained by 
surgery, and that surgery should be resorted to 
only in selected cases. 

4. There are a number of radiotherapeutists who 
have had sufficient experience with epithelioma of 
the lower lip and who have obtained results that 
justify them in considering radiotherapy a perfectly 
legitimate method of treatment. 

5. Inefficient work, as it is being done by those 
who have simply bought the usual apparatus and 
received some instructions in its use from the 
manufacturers, cannot be too emphatically con- 
demned nor too strongly deprecated. 


Boggs, R. H.: The Treatment of Tuberculous 
Adenitis by Roentgen Rays. M. J., 1916, 
cili, 1016. 

As the end-results in cases of tuberculous adenitis 
treated by the roentgen rays are generally satis- 
factory, Boggs believes many cases that are 
subjected to surgical procedure could be _ better 
treated by radiation, thus sparing the unsightly 
scarring with the not infrequent sinuses which when 
long delayed in healing are often finally referred to 
the radiologist. As is well known operation is 
often followed by local recurrence and at times 
gives rise to a general tuberculosis, the diseased 
glands often being of wider distribution than the 
clinical signs indicate, making it difficult and at 
times impossible to remove them. The contrast is 
marked and if, as is alleged, 90 per cent of these 
cases are permanently cured by radiation, it would 
seem that this method should be adopted as a rou- 
tine. Radiation in these cases should not be con- 
fused with that employed in the treatment of malig- 
nancy, and while hard rays are to be used they 
should not be given in massive doses, as the general 
system must dispose of the products of degeneration, 
and it is better not to overload it, especially when as 
a rule it is greatly impaired. 

Since the rays are not bactericidal, the beneficial 
effect must be produced by destroying tissue of low 
resistance, thus rendering the soil barren; but 
attention is called to the fact that Crane has ad- 
vanced the theory that by this process an autogenous 
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vaccine is set free, and this is given in explanation 
of those instances where a tuberculous process at 
some distant point from that treated will likewise 
disappear. The observation has also been made 
in cases where tubercle bacilli have been found in 
the sputum, subsequent examinations failed to 
show their presence. While treating these cases, 
especially those about the neck, careful inspection 
must be made for local sources of infection in the 
mouth and throat, bad teeth, and swollen tonsils; 
but it is by no means necessary to remove every 
swollen tonsil, for many will improve after the 
glands subside. When a chain of lymphatic glands 
has been properly rayed the glands and vessels 
undergo a fibrous degeneration with almost entire 
obliteration, with no marked influence upon the 
surrounding tissues. Attention is called to a 
series of 1,344 cases collected by von Mutschenvack- 
er where operation was found necessary in only 9 
per cent. Mathews is also quoted and his five rea- 
sons against operation are given. Boggs has also 
considered the possibility of mistake in diagnosis but 
calls attention to the fact that such conditions as 
Hodgkins’ disease and sarcoma also call for radiation. 
W. S. NEWCoMET. 


Gerber, I.: The Use of the Polygram in Gastro- 
duodenal Diagnosis. Am. J. Roentgenol., 1916, 
iii, 220. 

Gerber, for the past several months, has been 
using the polygram method of Levy-Dorn, modified 
somewhat by the use of modern instrumentaria 
and technique, and has found it almost indispensable 
in gastroduodenal examinations. He makes only 
two exposures on a single plate, with an interval 
between exposures of about eight seconds. This 
may be lengthened somewhat in cases with very 
sluggish peristalsis or shortened a bit when the 
peristalsis is extremely lively. The polygrams are 
made in both the erect and the prone positions. 

In the normal stomach, the passage of the peris- 
taltic waves can be seen in a most graphic manner. 
The two outlines cross and recross each other in 
such a way as to show clearly that every portion of 
the muscular wall is taking part in the peristaltic 
conduction. Thus it can be seen whether or not 
there is any Bewegungsdefekt or regional lack of 
motility. In chronic gastric ulcer, the area of 
induration will show definitely as a portion of the 
gastric wall that does not take part in the peristaltic 
conductivity. Craters or niches stand out prom- 
inently. Incisure will show as a permanent in- 
cutting, easily distinguished from the criss-crossing 
peristaltic waves. In duodenal ulcer, the character- 
istic deformity is sharply shown. In gastric carcino- 
ma, both filling defects and defects of motility can 
be observed by this method. In noting pressure 
from extragastric tumors, distended gall-bladder, 
etc., the polygram may be of considerable assist- 
ance. 

It might be objected that all the above informa- 
tion can be noted on the fluorescent screen. This 


is certainly true in some cases, but in many others, 
such as early carcinoma, small antral ulcers, and 
some types of duodenal ulcers, the information is 
either very difficult or absolutely impossible to ob- 
tain from a fluoroscopic study only. Besides, the 
polygram affords a permanent record. In other 
words, it offers the advantages of serial plates with- 
out the great inconvenience and expense of obtain- 
ing a large and complete series. 

The author does not by any means offer the poly- 
gram as a substitute for a thorough serial study, but 
he does believe that it will, in many cases, save 
considerable time, trouble, and expense for those who 
confine themselves chiefly to the roentgenographic 
method in the study of gastroduodenal disease. 

W. A. Evans. 


Newcomet, W. S.: The Comparative Value of 
Roentgen and Radium Radiation in Thera- 
peutics. Am. J. Roentgenol., 1916, iii, 208. 


Aside from the fact that roentgentherapy has 
been brought to a high degree of refinement in 
comparison with radiumtherapy, there are cases 
which appear to fall within the distinct province of 
each. In superficial epithelioma, the method which 
gives the best results is merely a matter of technique. 
but in cases of carcinoma in the cavities of the body, 
radium is without a peer. 

Upon purely clinical grounds, all things being 
equal, the treatment of all cases may be divided into 
two classes: 

1. Those in which a localized radiation is desired 
and in which these radio-active elements are to be 
preferred. 

2. Those calling for diffused radiation over a 
more or less extended area, in which roentgen radia- 
tion is to be preferred. 

Modification must be made in both, depending 
upon the depth of radiation desired. 

It has been previously stated that the difficulty 
of comparing these two forms of radiation is due 
to the wide variation in technique; but, generally 
speaking, the results are obtained from radium 
with less damage to surrounding tissues than similar 
conditions treated with roentgen radiation. 

The idea seems prevalent that enormous quan- 
tities of radio-active element are necessary to pro- 
duce results. While large quantities are desirable, 
the fact remains that a small quantity judiciously 
applied will often prove of greater benefit. 

In conclusion it might be fairly stated that an 
exact comparison of the two forms of radiation is 
extremely difficult, due to the wide difference in 
technique and the wide variation of results reported 
by various writers in both fields; this is further con- 
fused by the fact that many individuals employing 
these radio-active elements have had very little 
experience in general radiology. From the author’s 
personal experience and observation, however, it 
still appears that there is and will be a field for both 
forms of radiation as well as a very broad common 
ground where both will yield results equally, de- 
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pending entirely upon the individual technique 
employed. W. A. Evans. 


Stewart, W. H.: Roentgen Diagnosis of Obscure 
Lesions of the Gastro-Intestinal Tract. Am. J. 
Roentgenol., 1916, iii, 202. 

The tendency of roentgenologists of today to 
ignore the clinical picture and depend almost entire- 
ly on the fluoroscopic and roentgenographic find- 
ings in arriving at a diagnosis has prompted the 
author to make a plea for the more general use of 
every means available in every case, combining the 
roentgen interpretations with the symptoms and 
laboratory reports before an attempt at diagnosis 
is made. Too often what apparently was a clear 
case roentgenologically has been proved to be 
otherwise when compared with surgical or post- 
mortem findings. 

In order that it may be possible to render valuable 
aid in the diagnosis of gastro-intestinal lesions, es- 
pecially the large number of borderline cases in which 
the patients suffer from pain and distress in the right 
upper quadrant and which may be caused by kid- 
ney, gall-bladder, duodenal, or appendicular dis- 
ease, it is necessary that every effort should be 
made to educate the medical profession to refer their 
cases to the roentgenologist for diagnosis and not to 
restrict his investigations to any one part of the 
gastro-intestinal tract. Just as a stone in the left 
kidney may give rise to symptoms on the right side, 
so may the cause of symptoms in the stomach be 
found in the appendix or in the lower colon; there- 
fore a negative diagnosis cannot be accepted as 
final until the entire gastro-intestinal tract has been 
examined. 

Stewart presents a series of cases illustrating the 
cardinal points which he has attempted to bring out, 
namely, that a thorough physical examination and 
complete history, together with a record of the 
laboratory reports, be combined with the roentgen 
findings of a complete examination before arriving 
at final conclusions. ‘This series consists of several 
interesting reports of cases, accompanied by illus- 
trative roentgenograms, which show conclusively 
how the roentgenologist, had he not been in full pos- 
session of the clinical and laboratory findings in the 
case, would have gravely erred in his diagnosis. 

W. A. EvANs. 


Holding, A. F.: Roentgen Deep Therapy in Malig- 
nant Tumors. Am. J. Roentgenol., 1916, iii, rgt. 


The author’s report covers cases which have-been 
observed during a period of three years, including 
not only malignant tumors, but also non-malignant 
diseases, such as lupus vulgaris, keloid, acne vul- 
garis, exophthalmic goiter, myoma, etc. In all 
cases of non-malignant disease, with the exception 
of myoma, exophthalmic goiter, and tuberculous 
adenitis, and in cases of superficial malignancy, 
the author urges the use of physical methods rather 
than surgical, for the reason that with physical 
methods, which include roentgenotherapy, coagula- 
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tion, and the ultraviolet light, a cure is obtained 
with the best cosmetic results, without hemorrhage 
or opening up the lymphatic vessels, without pain 
or the need of an anesthetic, and without loss of 
time from employment or hospital confinement. 
The results as shown in the tabulations are very 
convincing. 

The author claims priority in the treatment with 
the roentgen ray of carcinoma testis of teratoid 
origin and carotid gland tumor, with very pro- 
nounced ameliorating effects. 

Another group of cases in which improvements 
have been shown are those of intrathoracic sarco- 
mata and carcinomata. Holding urges the em- 
ployment of roentgentherapy in all of these cases, 
even the most hopeless, for in all a certain degree of 
relief can be obtained, and some may be even symp- 
tomatically cured. 

In summing up this series of cases, the following 
conclusions are reached: 

1. The most important point in connection with 
the use of physical methods for therapeutic purposes 
is that they aid nature to cure superficial malignant 
tumors much better than surgical methods. 

2. Under roentgen deep therapy it is a common 
occurrence to have tumors undergo retrograde meta- 
morphosis, or even to disappear. 

3. In hopeless cases these physical methods 
enable nature to effect marked amelioration of the 
symptoms. 

4. Occasionally this amelioration of symptoms 
amounts to a symptomatic cure. 

5. The amelioration of symptoms is distinctly 
worth while. 

6. If these physical methods ameliorate the 
symptoms in hopeless cases, patients having operable 
lesions should not be denied the benefits of these 
physical methods after operation. 

7. Two forms of tumor not previously reported 
in medical literature are markedly ameliorated by 
roentgen deep therapy, namely, carcinoma testis 
of teratoid origin and carotid gland tumor. 

8. Every effort should be made to perfect the 
technique and the use of adjuvants to increase the 
number of symptomatic cures and make permanent 
the ameliorations. W. A. Evans. 


MILITARY SURGERY 


Hagedorn, O.: Finding of Position of Retained 
Bullets (Steckschuesse und ihre Lagebestimmung). 
Beitr. z. klin. Chir., 1916, xcviii, 546. 


Retained bullets are most frequently found to be 
shrapnel, and they are almost always found to be 
encysted, probably owing to the inflammation 
caused by the foreign body aided by the blood ac- 
cumulated round it, giving rise to the formation of 
a cyst. ‘ 

The first question arising is whether or not the 
bullet should be removed. The most important 
objective disturbances indicative of removal are 
disturbance of motor function, and the signs of 
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vascular or nerve pressure. In the presence of 
such dangerous symptoms and serious functional 
disturbances and when the bullet can be reached 
without further severe destruction of tissue it 
should be removed. 

For localizing the position of the foreign body, two 
roentgen pictures in different projections are usually 
sufficient, the intersection of such projections giving 
the line in which the body lies; but when the bullet 
lies in the frontal part of the head, in the shoulder 
or other positions of very irregular contour this 
method is unsatisfactory and the apparatus devised 
by Weise has in such cases given good results 
in the author’s practice. The method is s'mple and 
satisfactory in its results. W. A. BRENNAN. 


Hull, A. J., Keogh, A. H., Pilcher, E. M.: Surgery 
In War. Royal Army Medical Corps, Blakiston, 
Son & Co., Philadelphia, 1916. x 


This small octavo volume of 383 pages is a sum- 
mary of the surgical experiences and conclusions of 
the present European War by Major Hull and a 
number of other well-known contributors. 

The author states that on the bacteriological side, 
Sir A. E. Wright’s work as shown by recent sur- 
gical developments has revolutionized the method 
of treating sepsis. The object of the work is to 
give members of the profession, unacquainted with 
war surgery, an insight into what is being done in 
military hospitals. 

Col. E. M. Pilcher points to the definition of mil- 
itary surgery, which is after all but the surgery of 
gunshot wounds, with the broad interpretation 
understood in military parlance; viz., injuries from 
bombs, hand grenades, and everything set in motion 
by an explosive compound, as well as wounds from 
projectiles emanating from rifled arms, both great 
and small. The vast difference between civil and 
military surgery is due to the immense difference in 
the conditions under which the work is done. On 
the one hand there are conditions in which the en- 
vironments dominate the surgeon, and on the other, 
conditions in which the surgeon dominates his sur- 
roundings. The civil surgeon operates urder con- 
ditions approaching an aseptic ideal, whereas, the 
military surgeon’s field is seldom aseptic but almost 
always precarious. The wounded man, though he 
may be fit physically, is often exhausted by the 
fatigue and privations of campaigning when he is 
stricken on an infected soil on which he is apt to lie 
for days before surgical aid can reach him. He is 
next subjected to the trying influences of long, and 
often improvised transport, during which proper 
food, good nursing, and favorable climatic con- 
ditions are frequently absent. ‘The surgeon’s dif- 
ficulties are most trying. Hospitals have to be 
improvised in the beginning of the campaign. These 
are often overcrowded from the sudden accession 
of wounded, which arrive when least expected. The 
overcrowding often brings scarcity of food and sur- 
gical supplies. To add to the difficulties at hand, 
the wounds, which are all infected and in a class to 


themselves, are of manifold varieties, occurring in 
all parts of the body and involving every tissue. 

* The foregoing facts justify the claim that military 
surgery is a special branch of surgery. Moreover, 
every campaign has conditions peculiar to itself. 
These are distinguished by the moral psychology 
of the combatants as related to the intensity of the 
fighting; the numbers engaged; climatic conditions; 
the character of the country, whether hilly or flat; 
and above all the character of the implements em- 
ployed in inflicting wounds. 

In the present conflict the magnitude of the cam- 
paign has brought the virile manhood of all the coun- 
tries involved to the front, and with them the most 
capable surgeons in the world. In this little vol- 
ume we find how valuable has been the assistance 
of the civilian members of the profession to the Di- 
rector of the Medical Services of the British Army, 
and incidentally to the medical world. 

A notable point in the present war is the way in 
which the bacteriologist has developed his indis- 
pensable services to the military surgeon. His value 
to the physician and the sanitarian in campaigns 
had been well established, but never before has the 
bond between the bacteriologist and military sur- 
geon been observed. Infection and the wound have 
linked the two together, and to achieve success they 
must work hand in hand. It was through the ra- 
tional and indispensable work of Sir Almroth Wright 
and his collaborators that an effective treatment of 
gunshot wounds has been worked out. Failure to 
properly arrest infection in war wounds at the be- 
ginning of the campaign demonstrated that our 
antiseptic methods were at fault, and it required the 
steadying influence of the bacteriologists to direct 
surgical endeavor along proper lines. 

Military surgeons in the United States who treated 
gunshot wounds in the region of the great plains, 
under cloudless skies, in pure air, on soil that had 
never seen a plow, were seldom troubled by the com- 
plications of varied infections. Likewise, the Brit- 
ish surgeons who followed the armies in the Boer — 
War gained experience in infection that served no 
purpose when compared with that obtained in a 
campaign fought with a great preponderance of wet 
days, upon a soil artificially sown with bacteria, 
largely of the fecal kind. This condition has made 
the labors of the bacteriologist indispensable to 
those of the surgeon. 

The nature of the weapons has played a very 
interesting réle also. To future generations the 
present conflict will be referred to as the Great War, 
but to the surgeon it will be known as the Pointed- 
Bullet War. Although pointed bullets were used 
in the Turko-Balkan War, and other minor conflicts, 
the present war is the first in which it has been uni- 
versally and exclusively used in both machine-guns 
and the military rifle. There has been seen all the 
ugly wounding effects which were foretold as the 
result of experimental work. Compared to the 
effects of the ogival-jacketed bullet of the Krag- 
Jergensen type, its shattering effects on bone is 
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better marked; its tendency to turn an impact makes 
it more destructive to soft parts in the chest and 
abdomen; its high velocity and flat trajectory cause 
explosive effects at longer ranges, and it is more apt 
to break up. When.it disintegrates after striking 
side on it causes wounds not unlike those caused by 
dumdum bullets, a fact which has brought about 
charges of inhumanity on all sides, such as those 
which have been heard at the beginning of all wars 
ever since the advent of the high-power military 
rifle. Accusations of inhumanity have been made 
more especially against the pointed bullet used by 
the British army, because disintegration of this pro- 
jectile shows fragments from two separate nuclei— 
one of lead in the body of the envelope, and the other 
composed of aluminum occupying the point of the 
envelope. The British Government adopted this 
bullet some time ago, for the reason that being a 
trifle longer than the other pointed bullets, it offers 
more bearing surface against the rifle barrel, and 
thereby is steadied in flight. It is doubtful if the 
mere fact of a double nucleus adds to the tendency 
to disintegrate. Those who have experimented 
with all types of pointed bullets are well aware of 
the highly destructive effects which have been 
brought about by the so-called spitze bullet, first 
adopted by the Germans. It is doubtful if the 
pointed bullet of one army is more destructive than 
that of another. 

Another remarkable feature of gunshot wounds 
in the present war is the large percentage of artillery 
wounds from shrapnel and high explosive shells, 
and to these might be added the wounds caused by 
bombs and hand grenades. Wounds from these 
projectiles are attended with a great deal of con- 
tusion, hematoma, lacerated and devitalized tissue. 
They are prone to extensive suppuration, which in 
turn makes their treatment difficult and laborious 
in active campaign. 

The statistics of war wounds have been withheld 
by the censor, so that nothing is given with which 
comparison can be made, but assurance is given 
that results are satisfactory and that improvements 
in wound treatment are being made very rapidly. 

The bacteriology of all wounds may be said to be 
one of environment, and for that reason the bacter- 
iology of war wounds is similar to the bacteriology 
of the terrain on which the battle is fought. The 
amount of the infecting dose will depend upon the 
size and character of the wound and the degree of 
contamination of the skin and clothing. The oper- 
ations on the western front are being conducted in 
farming districts in which the soil is richly manured 
with the fecal matter of animals and man. The 
consequence is that the virulent types of microbes 
which find their habitat in such refuse are very prev- 
alent. Broadly speaking, the organisms found in 
the clothing, skin, and wounds of men are of the 
aerobic or facultative anaerobic kind, and also the 
strict anaerobes. The first include staphylococci, 


streptococci, bacillus pyocyaneus, and the members 
of the colon group, and to the second belong tetanus 
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bacillus, bacillus of malignant oedema, the bacillus 
aerogenes capsulatus of Welch, and the inderter- 
minate series to which gas gangrene is attributed. 

The exact réle played by the colon group has not 
been determined. The action of staphylococci, 
streptococci, and other pyogenic organisms is well 
known. In their ranges in the tissues they contrib- 
ute indirectly to the graver consequences of the ac- 
tion of certain anaerobes such as those concerned in 
the production of gas gangrene. The anaerobes have 
brought about tragic consequences in the present 
war and the efforts for prevention of infection have 
been directed against them more especially. The 
presence of pus is of no moment when compared to 
the clinical evidences of tetanus, malignant oedema, 
or gas gangrene. 

The spore formation of these resistant organisms 
is of moment to the surgeon with regard to the ster- 
ilization of instruments and all materials used in the 
treatment of the wound proper. The spores of 
malignant oedema resist a temperature of 90° C. for 
a half hour. Those of bacillus perfringens require 
five minutes’ boiling. The spores of tetanus in dry 
wound discharges remain virulent for many months 
and in this condition they become resistant, so that 
autoclaving is really the only effective way of kill- 
ing them. In addition to their resistance to steril- 
ization, the anaerobes elaborate toxins locally which 
do not enter the blood stream until late. This fact 
is of value to the surgeon, and the radical methods 
of wound treatment employed in all infected wounds 
at present are yielding excellent results. 

Tetanus bacillus is the most important of the 
malignant anaerobes. The toxin is produced lo- 
cally in the wound and is carried along the periph- 
eral nerves to the central nervous system, especially 
to the cells of the medulla and pons, attaching itself 
first to the anterior cornual cells connected with the 
motor nerve supply of the wound area so that the 
ed symptom of tetanus is a cramp in the injured 

imb. 

The antitoxin is derived from the serum of horses 
that have been immunized against the toxin. The 
neutralizing effects of antitoxin with toxin is a mathe- 
matical process, the strength of a given antitoxin 
being estimated by the amount of it which is re- 
quired to protect a given weight of animal against a 
simultaneous injection of a lethal dose of toxin; for 
instance, 1 cm. of the Pasteur Institute antitoxin 
will protect 1,000,000,000 grams of mouse against 
a lethal dose of tetanus toxin, and the therapeutic 
dose of this preparation is 50to 100 ccm. The pres- 
ence of tetanus is first heralded by the character- 
istic symptoms when it is too late to be effected 
much with antitoxin. It is much easier to prevent 
the union of tetanus toxin with nerve-cells than to 
unlock the combination after it has been made, 
hence the value of a prophylactic-dose. One can- 
not go wrong by administering antitoxin at once 
when the nature of the soil where the wound was in- 
curred is known, or the presence of bacteria such as 
bacillus aerogenes capsulatus or other spore-bearing 
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bacilli are found in the discharges. These are 
nearly always in association with bacillus tetanus — 
the latter is difficult to find in a wound. 

If tetanus has developed, the dose may not be 
fatal, or there may yet be free toxin in the central 
nervous system which should be counteracted by 
antitoxin injected inthe lumbar sac. A good plan 
is to give an injection of 10 to 15 ccm. of antitoxin in 
the lumbar sac and 100 ccm. intravenously in one or 
two injections as rapidly as possible after the onset 
of the symptoms. ‘The additional intravenous dose 
insures a high concentration of antitoxin in the body 
fluids and a rapid and more intense action on the 
toxin. ‘The administration of antitoxin must be 
supplemented by thorough eradication of the in- 
fected focus, since it is useless to administer anti- 
toxin if tetanus bacilli are left in the wound. 

The bacillus of malignant oedema is at times found 
in wounds, under suitable conditions. There is 
intense serous exudation in the muscles and sub- 
cutaneous tissues, the mechanical pressure of which, 
with the rapid development of the bacilli, cause ob- 
struction of the vessels and resulting gangrene. It 
is possible to prepare an antitoxin against malignant 
oedema, but it has never been used therapeutically. 

Bacillus aerogenes capsulatus (Welch) or, as it is 
sometimes called, bacillus perfringens, is frequently 
found in the wounds of this war in association with 
the bacillus tetanus. It causes free exudation of 
serum with abundant gas production. The result- 
ing emphysema spreads rapidly, stripping up the 
cellular tissue, and permeating muscles. ‘The me- 
chanical pressure of the effusion and gas obstruct 
the circulation, with resulting gangrene. 

While bacillus aerogenes capsulatus is the chief 
agent in the causation of gas gangrene, examination 
of wounds will at times reveal other gas-producing 
microbes. ‘The latter are prone to appear in wounds 
where death has resulted from profound toxemia. 
Pure infections of bacillus aerogenes capsulatus are 
not fatal as a rule. These additional organisms are 
of the anaerobic kind; they produce soluble toxins 
which are powerful depressants to the heart —a 
feature of the cases being clearness of mind with an 
imperceptible pulse. 

The shattering effects of a shell-wound or the ex- 
plosive effects of a wound from the military rifle at 
close range, in the thigh for instance, is a good ex- 
ample of the ideal conditions for anaerobic infection. 
The projectile carries soil contamination covering 
skin or clothes deeply into the tissues, shattering the 
bone, the fragments of which, acting as secondary 
projectiles, carry infection into pockets in different 
directions. The haematoma, contusion, laceration, 
and devitalized tissues provide for the growth of 
bacteria ideal conditions in a number of foci which 
are closed by prolapsed muscle and other tissues, 
and thereby rendered inaccessible to the air. The 
difficulty of removing the bacteria from such a 
wound and of preventing them from obtaining a 
foothold and elaborating their toxins must be ob- 
vious. 
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The bacteria can be removed from such a wound 
only by free drainage with frequent washing with 
antiseptics. The advantage of the flow of lymph 
promoted by such agents as hypertonic salines and 
‘“‘eusol”’ (hypochlorous acid) has been well demon- 
strated in this war. The use of eusol is particularly 
favored since it adds to its lymph lavage properties, 
that of béing acid, which is in itself inimical to the 
production of toxins. It also opposes the absorp- 
tion of toxins by the flow of lymph which it induces 
and by relieving the local tissues of exudate; it pre- 
vents the mechanical pressure on the vascular 
supply which is a contributing factor in preventing 
gangrene. 

The use of vaccines against anaerobic infection is 
not attended with success. The patient is quickly 
overwhelmed by the toxins, long before the vaccines 
can have any effect. The réle of vaccines lies more 
in building up resistance against pyogenic organisms, 
such as staphylococci and streptococci, in cases of 
long continued suppuration and fever. 

The general condition of the wounded is dealt with 
largely from the standpoint of shock and in this 
especially the author is partial to the teachings of 
Crile, who believes that shock is a condition of ex- 
haustion and low-blood-pressure, which may be 
caused by pain, hemorrhage, sepsis, worry, and fear. 
He has shown that painful stimuli can reach the 
brain even in a state of general anesthesia, causing 
exhaustion of the brain-cells. In consequence of 
brain-cell exhaustion, there is derangement of vaso- 
motor mechanism and lowered blood-pressure. 

To prevent shock he prevents painful stimuli 
from reaching the brain-cells. Painful stimuli may 
reach brain-cells during general anesthesia but they 
may be blocked by means of local anesthesia. Crile 
has elaborated many methods of anoci-association, 
as it is called, all being attempts to guard the brain- 
cells from exhaustion by blocking the various paths 
of painful stimuli. 

Aside from local anesthesia the administration of 
morphine before operation isemployed. This lowers 
the receptivity of the nerve-cell. Morphine is a 
sheet anchor in preventing shock given in l¢-gr. 
doses with 1/150 gr. of scopolamine which may be 
repeated if the patient shows by straining or rapid 
= that painful stimuli are still reaching his 

rain. 

The next measure employed to prevent shock is 
to maintain the blood-pressure. This may be ac- 
complished by pneumatic contrivances not suitable 
in war. Bandaging of the extremities is beneficial 
in failing circulation in the presence of shock. 

The pressure may be maintained by transfusing 
blood (Crile), which is better than saline solution, 
which exudes from the vessels and may accumulate 
in loose tissues about the abdomen in sufficient 
quantities to embarrass respiration. 

Adrenalin may be added to the solution to be 
transfused and pituitary extract in appropriate doses 
has been used. Crile says that strychnine stimu- 
lates the brain-cells and acts harmfully; alcohol is 
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not much better. Camphor and caffeine are used 
by some. 

At the first-aid station the hemorrhage should 
first be arrested; the gross soiling of the wound re- 
moved; first-aid dressing applied; morphine given 
to relieve pain and fixation applied wherever pos- 
sible; the use of alcohol and strychnia should be 
avoided but the patient should be given hot tea 
or caffeine. Fluids should be given to sustain blood- 
pressure. 

At the clearing hospital all serious wounds are 
re-dressed under an anesthetic. Patients with com- 
pound fractures are incised to favor free drainage, 
and care should be taken to apply a well fitting 
splint that will not cause pain. When deemed nec- 
essary or advisable, it is well to use some form of 
regional anesthesia. ‘This may be practiced upon 
those who have been operated on or in severe 
fractures to avoid shock. The addition of potassium 
sulphate to the local anesthesia solution will length- 
en its effect. Morphia in transport is employed to 
ward off pain and shock. Its use protects the brain- 
cells from continued painful stimulation. Saline 
infusion with the addition of adrenalin is useful in 
shock after hemorrhage, otherwise pituitary ex- 
tract should be used. 

At the base hospitals patients are examined as 
to their general condition, the temperature, and the 
pulse-rate. If they are comfortable, they should be 
allowed a period of rest unless there is evidence of 
gas-gangrene. Compound fractures are X-rayed, 
and when necessary to remove the dressings and 
splints, these should be reapplied under anesthesia. 

Extensive lacerated wounds, without fracture, 
should be put at once into a saline bath with the addi- 
tion of eusol when the discharges are very offensive. 
This is good for sepsis and it avoids pain which fol- 
lows frequent redressing. 

Shock is prevented by warding off the conditions 
that cause it: pain, sepsis, and hemorrhage. 

Pain is relieved by proper dressing, proper fixa- 
tion, and the use of morhpine. Sepsis is avoided by 
ample drainage. 

When shock is caused by loss of blood, saline so- 
lution should be administered at a temperature of 
112° F. with 10 to 20 drops of adrenalin to the pint, 
into the rectum, cellular tissues, ora vein, if the symp- 
toms are urgent. 

Before operation morphine, gr. 14, with atropine 
should be administered hypodermatically. If the 
patient is to undergo any severe operation, local and 
regional anesthesia should be employed. For this 
purpose one may use infiltration with novocaine, %4 
per cent, with adrenalin chloride added. If to this 
is added potassium sulphate, gr. 10, to each ounce, 
the anesthetic effect is prolonged and pain after 
operation is lessened. The use of urea and quinine 
is sometimes employed by Crile for the same pur- 
pose in lieu of potassium sulphate. Instead of in- 
filtration around the main nerve supply, infiltration 
in the cauda equina may be employed for the benefit 
of cases of operation on the lower extremities. In- 
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filtration of the tissues should be done with a large 
syringe so that force may be exerted to distend all 
the layers of tissue and this may be facilitated by 
making counterpressure with the hand. 

Cutting with a sharp knife causes less shock than 
tearing tissues and all manipulation should be gentle. 
Oxygen may be used in collapse and the patient’s 
head should be lowered. 

After operation the usual methods to maintain 
blood-pressure and the strength of the patient should 
be resorted to. 

In war the first treatment is the application of the 
first-aid dressing consisting of a cyanide gauze pad 
fixed to a bandage. It may have been applied by a 
regimental surgeon, but very often by a stretcher- 
bearer, a patient, or a comrade. This dressing has 
been of use only to prevent further infection of the 
wound from the skin and clothing. 

Aside from the field dressing mentioned, the au- 
thor is partial to the use of hydrochlorous acid which 
may be used as a powder, gas, or solution. The 
gas will penetrate and act at a distance. The 
powder and solution are harmless to the tissues 
and at the same time potent against bacteria and 
their spores. The effects of this antiseptic are purely 
local, and there is no danger to be apprehended from 
absorption. It promotes lymph lavage and controls 
fever. The powder can be introduced in the first 
field dressing. When water is available, it can be 
made into a solution for general use. The constit- 
uents of the powder are inexpensive and easily pro- 
cured, and its preparation is very simple. 

The removal of the first-aid dressing is done at the 
field ambulance at the earliest moment practicable, 
the earlier the better. In superficial wounds the 
dressing is removed by the surgeon who wears rub- 
ber gloves; the parts are cleansed with ether and 
then laid on a clean towel. The surrounding sur- 
face and wound are painted with a 2.5-per-cent solu- 
tion of iodine, and the wound is then dressed with 
cyanide gauze. 

A wet dressing is used in more extensive, foul 
wounds and a large drainage tube should be placed 
in the depth of the wound. Deep wounds may re- 
quire drainage by counteropenings and the use of 
immobilization is always in order for fractures and 
extensive wounds. 

The application of dilute antiseptics to a wound 
will only reach the organisms that are disposed on 
the surface. In order to reach deep infections, one 
has to practice thorough drainage and wash out the 
remote recesses with weak antiseptic solutions, such 
as a 2-per-cent tincture of iodine, 2.5-per-cent car- 
bolic acid, lisol, one dram to the pint, or bichloride 
of mercury in dilute form. 

Ample drainage with the application of hydro- 
chlorous acid in the form of eupad or repeated 
irrigations with eusol has proven one of the most 
efficacious agents in the penetration of anaerobic 
infection in the present war. 

Eupad is a powder consisting of equal weights of 
bleaching powder and powdered boric acid inti- 
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mately mixed. Wounds which are packed with 
gauze impregnated with the powder are stimulated 
by the escape of hydrochloric acid gas, which is a 
powerful antiseptic. Congestion and oedema are 
produced. After a few applications the antiseptic 
is removed and hypertonic salt solution is substi- 
tuted. 

Eusol is prepared by shaking up 25 gm. of eupad 
with one liter of water; after standing for a few hours 
the solution is then filtered through cloth or filter 
paper. 

Another way of preparing the solution is as fol- 
lows: ‘To one liter of water add 12.5 gm. of boric 
acid powder and shake again; allow to stand for 
some time, preferably over night, then filter off, and 
the clear solution is ready for use. 

The method of using the two forms of hypo- 
chlorous acid in accordance with present experience 
is as follows: 

1. Eusol, which is a standard strength of approx- 
imately 0.5 per cent hypochlorous acid, may be used 
(a) as a solution diluted with water or normal salt; 
(b) as a fomentation covered with a water-proof 
covering; (c) on gauze without a water-proof cover- 
ing; (d) as a bath, full strength or diluted. 

2. Eupad is used when it is desired to apply a 
more concentrated antiseptic as follows: The wound 
is packed with gauze with the powder between the 
layers when the fabric is dampened with water. 
The dressing is then covered with wool and a ban- 
dage applied as above and covered with a water-proof 
covering for only 10 to 20 minutes as arule. When 
pain occurs a weaker application should be employed 
on strands of gauze or wool impregnated with the 
powder and used as drainage or asa dusting powder 
on septic sores. 

The general principle of the antiseptic applica- 
tion is to secure a maximum antiseptic effect with a 
minimum amount of irritation. To this end the so- 
lution may be increased or diminished in strength. 
As to the local effects of the powder, this is to be 
regulated by the additional amount of the powder 
that may be dusted on the wet gauze. 

Experience shows that 0.5 per cent eusol is apt 
to irritate the skin or tissues, but the irritation is of 
short duration because it is warded off by contact 
with albuminous substances. To obtain contin- 
uous antiseptic action the wound should be washed 
out with eusol solution 0.5 per cent in every cavity 
of the injured part. Perforated rubber tubes 6 mm. 
in diameter covered with bath toweling are led to 
every pocket of the wound. In case of compound 
fractures, the tubes are carried to the area of 
fracture and their ends lie among the fragments. 
The wound is then filled with gauze covered with 
non-absorbent cotton through which the tubes pro- 
ject. Either continuous irrigation is employed 
or eusol solution is run into the tubes every hour. 

In the more successful cases the wound will be- 
come aseptic in from 3 to 5 days and the edges can 
then be brought together with strips of plaster. 
Septic compound fractures treated by this method 


become clean and can be made to heal like aseptic 
fractures. 

The principle element of treatment of large septic 
wounds is the establishment of adequate drainage 
and the removal of foreign bodies and dead tissue. 
The latter may be removed by cutting away with 
scissors or by curetting. The whole wound may be 
be excised with advantage in some cases. 

Wound drainage, an important factor in the treat- 
ment of wounds, is practiced more satisfactorily at 
the base hospitals. The drainage should be pro- 
vided with all necessary counteropenings. Rub- 
ber drainage tubes are preferable to gauze drains, 
which are apt toclog. Loose woven cotton bandage 
is better than gauze. One end of the bandage is 
placed in the wound and the other is carried in a 
bowl containing a little saline solution. The wound 
is kept wet either by an irrigation drip or by fre- 
quently pouring saline into the wound, and when a 
dependent counteropening has been made a split 
rubber drainage tube is passed through the wound 
— the bandage is made to slip along side of this 
tube. 

Irrigation of wounds insures a more steady meth- 
od of freeing the wound of toxic matter, and to this 
end the osmotic action of hypertonic solutions is 
taken advantage of. The flow of saline in and out 
of the wound continuously removes the film of toxic 
matter and thereby limits toxic absorption. The 
wounds found most suitable for treatment by con- 
tinuous irrigation are compound fractures and deep 
septic wounds, especially of the upper arm and thigh. 
Fomentations of hot boric acid may be alternated 
at times with the other methods of treatment, especi- 
ally when the wounds become sluggish in healing. 

The bath treatment of wounds induces healing 
by increasing the blood supply to the part. Regions 
like the face, rich in blood supply, heal faster than 
other parts, like the feet for instance. Hypertonic 
solution has to a great extent replaced the antiseptic 
bath and it is ideal for wounds of the limbs below the 
elbow and knee. Continued too long it renders the 
tissues sodden and is tiring to the patient, and it is 
not practiced with patients in a serious condition. 
The bath may be alternated with fomentations at 
night or it may be replaced by irrigations in the day. 

The open treatment of wounds consists in placing 
a layer of wet gauze over the wound in lieu of the old 
gauze, wool, and bandage which acts as a septic 
poultice. 

Treatment of septic wounds by excision. ‘The 
treatment of compound fractures, cranial and joint 
wounds has been very much modified by the employ- 
ment of excision. The sooner the excision is made 
the better, because later a large bank of inflamed 
infected tissue surrounds the wound. In such cases 
hypertonic solution will render the wound ready for 
operation in 24 to 48 hours. Contra-indications to 
excision are: marked pocketing in the wound and the 
exposure of vascular or nerve-trunks or of bone which 
it is inadvisable to remove. In any case excision of 
the soiled edges of the skin, superficial tissue, and 
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muscle may be done with advantage and the healing 
process is very much accelerated. Prominences of 
bone may be removed. If any septic focus is left 
behind the method will be a failure. 

The technique of operation is very important, and 
it is explained as follows by its author: 

“The operation can usually be done under infil- 
tration anesthesia of the neighboring parts. It is 
well to add plenty of adrenalin to the anesthetic 
solution so that hemorrhage during the operation 
is avoided. Accurate hemostasis is important for 
success. The parts should be shaved and disin- 
fected very thoroughly; the wound is then wiped 
out and packed with gauze. 

“For disinfection in these cases I favor the use of 
very strong iodine solution, 5 or ro per cent in spirits 
or ether. This is painted thoroughly in every part 
of the wound and over the surrounding skin for a 
considerable area. It has the effect of drying the 
surface of the wound in a remarkable manner. The 
strong iodine is wiped off the skin with spirits or 
ether at the end of the operation. 

“The skin close to each extremity of the wound is 
caught by a tissue forceps or loop of thread and 
slight traction is made in a direction away from the 
center of the wound at an angle of about 45° with 
the sound skin. The whole is then cut away en masse 
(skin, flesh and, if necessary, bone) at a distance of 
one-third to one inch from the raw surface. Care 
must be taken that pockets or general surfaces of 
the wound are not cut into during the procedure. 
Bony prominences are removed along with the soft 
parts by dividing them with bone pliers, gouge for- 
ceps, or chisel. If the wound is deep, it is some- 
times of advantage to insert the finger into it as a 
guide to a point where the tissue must be divided. 
A very sharp scalpel is invaluable. Cutting out 
the wound in pieces makes the results doubtful. 

“The wound surfaces should then be washed out 
with saline solution and packed with gauze and the 
surrounding skin wiped free from blood or dis- 
charge. Fresh towels, fresh instruments and, if the 
wound has been handled, fresh gloves, should now 
be used. 

“The wound should be closed by wide sutures 
which under-run its flocr so that no dead spaces are 
left. It may be necessary to suture in layers. If 
so, the suture of each layer should include the tissue 
of the deep layer. The skin should be accurately 
approximated by a few fine sutures. Further re- 
laxation sutures are not often necessary. 

“The following dressing should then be applied; 
the line of sutures and the adjacent skin for several 
inches should be painted with a wound varnish of 
which mastic, dissolved in some rapidly evaporat- 
ing solvent, forms the important part — 4o to 50 per 
cent. When the varnish has become sticky — after 
1.5 to 2 minutes—a covering of gauze at least two 
layers thick, should be stretched tightly and smooth- 
ly over the sticky area, gently patted down, and 
cotton wool and bandages applied with moderate 
firmriess. If it is necessary to inspect the wound at 


any time, after removing the bandage and the wool, 
the top layer or layers of gauze should be peeled off 
by traction at right angles to the surface, the layer 
next to the skin and wound being at the same time 
retained by the other hand. Perfectly satisfactory 
inspection can be made through the single layer of 
gauze. The loose edges of the gauze should be 
neatly trimmed. In many cases no further treat- 
ment is required until the stitches are to be removed. 
The final layer of gauze is then peeled off. 

“If catgut sutures have been used for the skin, 
it is often found that the knots come away with the 
layer of gauze, the deeper parts having been di- 
gested. A fresh application of the mastic varnish 
and gauze should then be made and left until the 
wound is firmly healed. The varnish should on no 
account be painted over the gauze after it has been 
appliéd, as the gauze could not then be peeled off 
as described. The varnish and gauze dressing is 
important for success. It is the best I know. It 
gives wide support, relieves tension, and prevents 
any dragging on the stitches. These factors are of 
great value in preventing stitch abscess.” 

The reviewer has noted the plan of wound manage- 
ment at the front and on the line of communica- 
tion quite literally with the text in the first pages 
of this valuable book, because the matter presents 
in a concise way the leading points in the treatment 
of war wounds. 

Succeeding pages are devoted to (1) the removal 
of foreign bodies, (2) gangrene, and (3) the treatment 
of gunshot wounds of the different body regions. 

The book is altogether the most valuable contri- 
bution to war surgery that the reviewer has yet seen 
and it is recommended for the use of surgeons in 
military practice and in civil hospitals as well. 

Louts A. LAGARDE. 


Clermont: Treatment of Wounds by the Method 
of Carrel (Traitement des plaies par la méthode 
de Carrel). Presse méd., 1916, p. 180. 


Clermont has put Carrel’s method into practice 
in his ambulance service. The number treated is 
too small to arrive at definite conclusions, but his 
impression is that the method is superior to any of 
those currently employed. In wounds he has 
treated, including fractures of the limbs, the evo- 
lution has been remarkably simple. Where there 
were delays they were due either to faulty tech- 
nique or to particles of projectiles still remaining 
as was demonstrated by radiograph. Sometimes 
when it was not possible to make continuous in- 
stillations he has made injections of Dakin’s liquid 
every hour into the drains and has had excellent 
results. W. A. BRENNAN. 


Stutzin and Diesing: Statistics of 222 War Sur- 
gical Interventions (Statistickes ueber 222 Kriegs- 
chirurgische Eingriffe). Deutsche med. Wcehnschr., 
1916, xlii, 190. 

The authors’ statistics refer to the period from 

Sept. 18 to Dec. 9, 1915, in the Reserve Red Cross 


{ 
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Hospital at Constantinople, during which time 
they made 222 surgical interventions. 

Among the 222 operations were: 19 amputa- 
tions, 4 of the upper arm, 11 of the thigh, 4 of the 
lower leg; 16 resections, 5 of the knee-joint, 6 of 
the ankle-joint, 3 of the shoulder-joint, 1 of the 
elbow, 1 of the wrist; 3 exarticulations, 1 of the 
phalanges of the thumb, 2 of the shoulder-joint; 
11 cranial trepanations; 4 vascular operations 
(ligature of the brachial), 2 for peripheric septic 
hemorrhages, 2 previous to exarticular operations; 
2 resections of ribs; 5 laparotomies (3 of these 
cystotomies); 2 enucleations of the eye. 

The other cases included incisions, currettings, 
sequestrotomies, luxation, reductions, etc. There 
were also some epididymectomies, and _ testicle 
resections for infections. The operative mortality 
was 11.25 per cent, 25 deaths. In the 19 ampu- 
tations 8 died, 42.2 per cent—2 upper arms, 3 
thigh, 3 lower leg. Of the 16 resections, 2 died, 
11.75 per cent—r1 of the knee-joint, 1 of the 
shoulder. Of the laparotomies, 1 died,. 20 per 
cent. Of the trepanations, 3 died, 27.2 per cent. 
The other 11 deaths were in typical operations and 
are not specially enumerated. 

There were 6 cases of gaseous gangrene, 4 of 
cerebral abscess, 26 suppurating fractures, 1 case 
of projectile extracted from the bladder. As a gen- 
eral rule all these wounded arrive in the hospital 
in a more or less infected condition. Of the cases 
of gaseous gangrene 3 occurred in amputations, 1 
with amyloid degeneration for empyema. In one 
case it was necessary to amputate 2 days after a 
resection. The authors think that in cases of 
doubt between resection and amputation, as the 
organic resistance is very low, it is better to resort 
to amputation at first because it is better to lose a 
limb than a man. W. A. BRENNAN. 


Lériche, R.: Integral Operative Statistics of Sur- 
gical Service at the Rear (Statistiques opéra- 
toires intégrales d’un service de chirurgie de l’ar- 
ricre). Lyon chir., 1916, xiii, 193. 

In the two rear hospitals of which Leriche had 
charge 199 wounded were received between Septem- 
ber 26th, and October 15th, tors. All those 
received and operated upon within twenty-four 
hours of injury recovered. The others were mostly 
received from two to five days from the time of in- 
jury and of these 7 died. 

All the wounded had received antitetanic serum 
at the front. All later received a second injection 
and even a third where there was a late intervention. 
No case of tetanus developed. 

There was only one case of gaseous gangrene. 
This was in a man who had lain five days on the field. 
He was cured. 

Of 188 cases which the author considers definitely 
cured, 133 have recovered their physical strength 
almost completely, 55 have a physical value more or 
less diminished — loss of a limb, eye, etc. 

W. A. BRENNAN. 
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Cutler, F. J.: The Surgical Disabilities of Troops 
in Training. Practitioner, Lond., 1916, xcvi, 559. 
A large number of mutilating gunshot wounds of the 
face have occurred during the present war. Many 
of these have been complicated by fracture of the 
mandible. The usual method of treatment is by wire 
splints fastening the teeth in position. So many of 
these cases, however, result in loss of bone, either 
from immediate destruction or from subsequent in- 
fection, that it is often necessary to fill in a consider- 
able gap in the mandible. This is best accomplished 
by transplantation of bone. ‘The wounds must have 
soundly healed and all septic or damaged teeth 
removed from the neighborhood of the fracture some 
time previously. A portion of a rib is then accurate- 
ly fitted into the gap, fastening it there either by 
wire tacks or by silver wire. 
It would seem that this transplant acts mainly as 
a scaffold for the new bone-forming cells, but a case 
reported by Albee would indicate that the trans- 
plants themselves have power of bone degeneration. 
J. H. Skies. 


Latarjet, A.: The Working of a Clearing Ambu- 
lance (Le fonctionnement d’une ambulance). 
Lyon chir., 1916, xiii, 166. 

The author gives very interesting particulars of 
the surgical work done in a field ambulance during 
a period of offensive. To this ambulance service 
was assigned the work of receiving all the wounded 
from an army corps. During the 5 days of attack, 
9,328 wounded were disposed of. Of these, 5,011 
were slightly wounded, and 4,317 had more or less 
grave wounds. 

Of the 5,o11 slightly wounded, 656 were imme- 
diately dispatched to the clearing hospital. The 
remaining 4,355 were examined and had their 
wounds dressed. These wounds comprised: 


After the wounds were dressed these men were 
sent on to the clearing hospitals at the base. The 
4,317 injuries of the seriously wounded were as 
follows: 


1443 
Multiple 565 
Gas intoxication, etc.................. 41 


Of these 4,317, 108 died during the period within 
five days, mostly a few hours after arrival and With- 
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out intervention. Sixty-three died while being 
conveyed from the field to the ambulance. The 
total immediate mortality was 254. 

Of the 531 thoracic wounds, 176 were shell 
wounds, 132 bullet, and 20 bomb wounds. Twenty- 
three died between the first and third day from 
haemorrhage or shock; 16 died from the fourth to 
twelfth day. Of the 267 abdominal wounds, 124 
were penetrating. Two hundred and fifty-four 
of the wounded, intransportable and inoperable, 
were hospitalized on the spot. The others were 
dispatched to the clearing base hospitals, either by 
auto or train. 

Hospitalization within a few hours of injury, 
immediate large evacuation of wounds, and evac- 
uation only toward the interior when the patients 
are in a fair way to recover are the ends to be sought 
if lamentable consequences are to be avoided. 

W. A. BRENNAN. 


SURGICAL PATHOLOGY 


Bristol, L. D.: Free Tumor Diagnosis as a Function 
of State Public Health Laboratories. J. Am. 
M. Ass., 1916, Ixvi, 1678. 


The results of investigation show that for patho- 
logic examinations in state laboratories of the 48 
states 24 have facilities for the diagnosis of suspected 
cancerous tissue either in their state public health 
laboratory or in some other state institution, while 
24 do not attempt such work. 

Of the 24 states which have facilities for making 
tumor diagnoses, 5 charge specified fees, 6 charge 
all persons except indigents, and 13 make no 
charge in any case. 

From information available, it seems that opin- 
ions of authorities differ somewhat as to whether or 
not tumor diagnoses should be made free of charge 
either by state public health laboratories or other 
institutions, as an important aid in the campaign 
against cancer. 

The chief arguments received against the free 
diagnosis of tumor tissue in state laboratories are 
as follows: 

1. Diagnosis of tissue for cancer is merely a 
private consultation and is not regarded as public 
health work. 

2. The plan would savor too much of state 
medicine. 

3. As a rule, the appropriation for the state 
laboratory does not warrant the doing of more work, 
and tumor diagnosis should not interfere with the 
diagnosis of the so-called communicable diseases. 

4. There is danger of spreading cancer-cells into 
other parts of the body by the excision of small 
specimens for diagnosis. 

The following recommendations are submitted 
as worthy of consideration in the campaign against 
cancer: 

1. So far as consistent with local conditions 
facilities should be offered under public auspices 
in each state for the diagnosis of tissue suspected 
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of being cancerous. 
made free of charge. 

2. The logical place for doing such work is the 
laboratory of the state health department. It is 
not to be supposed that such work will be given 
preference over other work now being done by these 
laboratories. 

3. To cover this work, in those states which have 
no such facilities, additional money should be 
appropriated. 

4. Judgment must always be used by surgeons 
in the removal of suspected cancerous tissue for 
diagnosis and the value of a microscopic diagnosis 
should appear to outweigh the risk involved before 
such a procedure is adopted. 

Epwarp L. Cornett. 


Preferably, these should be 


Birtch, F. W.: A Group Study Plan for a Diagnostic 
Team Acting as a Laboratory for the Profes- 
sion. J. Am. M. Ass., 1916, lxvi, 1672. 


St. Luke’s Hospital, San Francisco, is the only 
institution reported to have organized specialists to 
act as a laboratory for diagnostic purposes, return- 
ing the patient after investigation to the referring 
physician with a protocol of the findings and 
recommendations for the treatment of the case. 

This new era in medicine is very young; the 
medical universities are not yet teaching this type 
of medicine; they have not even accepted it and, 
in fact, there is no definite instruction to be had 
on the subject. The method of group study now 
employed in hospitals, by referring the patient 
from one department to another without joint 
discussion of cases by the heads of these depart- 
ments, is open to as severe criticism as that which 
Doctor Cabot applied to the methods of the general 
practitioners. 

It has not been long realized that the three great 
classes of patients, the rich, the poor, and the middle 
class, are receiving quite different medical attention. 
The rich man, while he is able to pay for the services 
of a large number of high-priced specialists, pre- 
sumably gets the best medical consideration, but, 
unfortunately, the highly paid specialists are indi- 
viduals who are not organized and their work is not 
correlated, consequently, consultations are often 
perfunctory and unsatisfactory to both physician 
and patient. 

The diagnostic section of St. Luke’s Hospital, 
San Francisco, consists of ten men, each having 
special training along some particular line. The 
members of the profession refer obscure cases to this 
section for diagnosis. These patients are placed in 
the hospital for observation and each member of 
the diagnostic team makes an individual examina- 
tion and a written report of his findings. At noon 


each day the team meets to discuss the cases. If 
the case is not clear at the first consultation, further 
investigation is recommended and’ any new dis- 
coveries are reported the following day. This 
method of procedure is continued day after day 
until some conclusion is reached. The physician 


400 


who referred the case is asked to be present at all of 
these consultations. Finally the patient is referred 
back and a written report of the findings and 
recommendations for treatment are mailed to the 
attending physician. ‘Thus the specialists make of 
themselves a diagnostic laboratory. 

All of this work is being done by the diagnostic 
team for a fee commensurate with the patient’s 
income. The amount collected is not sufficient to 
pay for the time of the clinicians. However, the 
good that is being accomplished by this method of 
study and the educational returns for each member 
of the team in daily discussion with his colleagues 
amply repays the clinicians. 

The success of a plan of this kind depends, 
briefly, on the following conditions: The diagnostic 
team must accept, from the profession, cases for 
investigation at a price consistent with the income 
of the patient; cases should be examined by all the 
members of the team; the results of their findings 
must be written; the specialists meet in daily consul- 
tation over the cases, and investigations continue 
until all possible evidence is discovered. The case 
is returned to the physician who sent it and a report 
is mailed, together with the conclusions and sug- 
gestions for treatment. 

The results to be expected from such a scheme are 
these: The general practitioner will gladly accept 
it; the good influence of the family physician will be 
preserved; medical men in the community will take 
advantage of the daily discussions and gradually 
broaden their point of view of medicine; this method 
of group study will maintain the advantages of 
specialism and do away with the disadvantages. 
Clinical reports from this work bearing on these 
predictions are now being prepared for publication. 

Epwarp L. CorNELL. 


Binnie, J. F.: The Réle of the Sympathetic System 
in the Diagnosis of Abdominal Diseases. 
Am. J. M. Sc., 1916, cli, 652. 


The phenomenon of pain or tenderness in acute 
abdominal diseases occurring in a situation different 
from the diseased organ, for example, the median 
line pain in early appendicitis — commonly spoken 
of as ‘‘reflex pain’”’”— is explained by the author on 
the basis of development and physiology of the 
sympathetic nerve supply of the region. 

Reviewing the embryology of the abdominal 
viscera, he points out the median position of organs 
(and therefore of the nerves supplying them), 
which later migrate to lateral positions, but their 
nerve supply maintains the original median con- 
nections. The anatomy of the abdominal and 
thoracic sympathetic system is reviewed in detail 
and its connections with spinal nerves, pneumo- 
gastric, phrenic, etc., are recalled. Periumbilical 
pain in the peritonitis is explained through the dis- 
tribution of the right phrenic nerve which sends 
fibers to the diaphragm, liver, and anterior parietal 
peritoneum as low as the umbilicus. The connec- 
tions of the right phrenic with the lower intercostal 
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nerves, through the diaphragmatic plexus, explain 
right-sided abdominal pain in thoracic diseases, 
e.g., empyema or pneumonia. 

Referred pain is due to the increased number of 
afferent impulses from an irritated organ coming 
to the nerve-center, which is unable to handle them 
in the normal way and the result is a radiation of 
the efferent impulses along the trunks of the sensory 
nerves, passing near the center, giving rise to a 
sensation of pain at the nerve-endings. If a motor 
path is affected, the result will be muscular rigidity. 

The phenomenon of crossed pain, tenderness of 
the superficial sensory nerves, difference in proto- 
pathic and epicritic sensibility in abdominal inflam- 
mations with the resulting clinical signs, are de- 
scribed in detail. . 

The author discusses the more recent work by 
neurologists on the causes and nature of abdominal 
pain due to irritation, distention, etc., and explains 
the origin of secondary pain or that arising through 
extension of the irritation beyond the organ first 
affected. 

That renal pain is not midline is due to the lateral 
development of the kidney. Renal irritation, as in 
stone, therefore does not give rise to epigastric 
pain. The occurrence of atonic contraction of the 
anal sphincter, due to renal irritation and causing 
symptoms of intestinal obstruction, .is explained; 
also the réle of the sympathetic system and the 
phenomenon of radiation in genito-urinary organs, 
especially in prostatic disease, is elucidated. 

Horace BINNEY. 


Stoddard, J. L., and Cutler, E.C.: Torula Infec- 
tion in Man. Monographs of Rockefeller Institute 
for Med. Research, 1916, No. 6, Jan., 31. 


‘Two cases from the Cushing’s clinic at the Peter 
Bent Brigham Hospital presented at autopsy un- 
usual lesions in the brain and meninges. The 
histories and physical examinations included such 
signs of cerebral tumor as to indicate decompression 
or exploratory operation, but the pathological ex- 
amination in each case proved the complete absence 
of tumor. Lesions were found, however, which 
fully explained the clinical symptoms ahd physical 
signs. Enormous numbers of organisms having 
many points of resemblance to those of blastomycosis 
occurred in all of the lesions in such a manner as to 
leave no doubt of their casual relations. Certain 
differences from the usual descriptions of the 
organisms of the blastomycosis group and their 
lesions made a careful study necessary to determine 
the relations of the authors’ cases. 

Two problems which have received increasing 
attention in late years, without great progress to- 
ward their solution, were thus brought to the 
author’s notice by the study of the cases; i.e., 
the problem of cerebral pseudotumor, and the prob- 
lem of the relationships of the lower fungi forming 
the group called blastomycosis. It seemed probable 


to the authors that their cases might throw light 
upon both these questions. 
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In the study of the first problem, that of pseudo- 
tumor cerebri, the literature furnished a considerable 
number of cases in which symptoms and signs of 
brain tumor existed for a short or long time, with 
subsequent recovery, or with indefinite autopsy 
findings. 

In trying to solve the other problem, that of the 
relationship of the organisms of the blastomycosis 
group, they studied the literature and made animal 
experiments. In their experiments they used pure 
cultures of three different organisms; one isolated 
from a human case of cutaneous blastomycosis, 
one from a human case of coccidioidal granuloma, 
and one from Frothingham’s case of torula infection 
inahorse. Inoculations were made in various ways 
upon several species of laboratory animals, and 
agglutination experiments done upon the infected 
animals. 

One of the problems in the authors’ work was the 
relationship of the organisms causing the diseases 
termed blastomycoses. ‘They have shown the con- 
fusion existing in textbooks, where the various 
diseases are described as one disease or as different 
manifestations of the action of a single organism in 
different states. The study of the literature 
convinced them that coccidioidal granuloma was a 
disease distinct clinically, pathologically, and bio- 
logically from other diseases called blastomycosis. 
Having decided that coccidioidal granuloma was a 
distinct disease, they turned their attention to the 
blastomycoses. They found in the literature two 
cases of skin and general infection produced by a 
true yeast with endospores in culture. Both cases 
were observed by Buschke, and appeared to be dis- 
tinct from the American cutaneous disease. Froth- 
ingham’s discovery of torula infection in a horse 
indicated another type, but no such cases had been 
reported in human beings. 

The authors’ cases were distinct from the larger 
part of the reported cases of blastomycosis in their 
clinical histories and pathology. It did not seem 
improbable to them that in the early study of 
blastomycosis such cases had been described, but 
their nature not recognized. They studied the origi- 
nal reports of all the cases of systemic blastomyco- 
sis and found that nearly all the cases were similar, 
so far as could be ascertained from the printed re- 
ports, except those involving the brain. Among 


these there were obvious differences. First there 
were six cases like the other systemic cases, but in 
which the brain became involved as part of the 
general infection, which always included skin mani- 
festations and often bone lesions. The symptoma- 
tology was not perceptibly influenced by the brain 
lesions. The pathology of the brain lesions resem- 
bled that of the other lesions. Different from these 
were four cases in which there were no skin lesions, 
but in which a general infection occurred with 
brain lesions which caused the predominating 
symptoms. Pathologically the lesions were dis- 
tinct in many ways; but principally in the extension 
by solution of tissue, the always chronic reaction, and 
the production of a gelatinous material in the lesions. 
Their first case was evidently identical with this 
latter group. Their second case was not fully 
identifiable by the study of the literature alone, for 
the peculiar intracerebral lesions were not present, 
and the parasites occurred in greater numbers of 
small forms. Such forms occurred in the meninges 
of the first case, but not in the intracerebral lesions, 
and were not described in the literature. In the 
experimental meningitis in a mouse produced by 
the injection of a culture of the ventricular fluid 
from the second case, however, large organisms 
were produced, identical with those of the first 
case, and intracerebral lesions of the same type were 
seen in process of formation. Thus their two cases 
proved to be alike in origin. Frothingham’s case 
of torula infection was evidently the type of infec- 
tion of these cases. In their animal experiments with 
torula the authors found both forms of parasites 
present in the lesions in varying proportions accord- 
ing to the extent and activity of the process. In a 
very active lesion enormous numbers of small organ- 
isms similar to those of the second case occurred; 
these were seen especially in the meningeal lesions. 
In older lesions, tending toward recovery, or in 
those slowly progressing, and in the higher animals, 
the larger forms predominated. In sections of 
the original horse lesions, small forms were entirely 
absent. Their experiments resulted in the produc- 
tion of all the variations in lesions and organisms 
seen in the cases. The animal experiments thus 
provided the necessary steps for the clear correlation 
of all the human cases as cases of torula infection. 
Grorce E. 
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UTERUS 
Stein, A.: The X-Ray Treatment of Uterine Myo- 
mata; a Warning Based on a Study of the 
Literature. Med. Rec., 1916, lxxxix, 991. 

Stein sounds a warning to the enthusiast on the 
X-ray treatment of uterine myomata and has thor- 
oughly reviewed the literature of this subject, citing 
numerous instances to substantiate his contention 
that the X-ray does not accomplish all that is 
claimed for it. 

Since according to Klein, 7.7 per cent of uterine my- 
omata show malignant degeneration in some form, 
how is it to be determined whether one is radiating a 
malignant tumor or asimple myoma? As a matter 
of fact, the author continues, at the present state of 
our radiological knowledge we have a perfect right 
to take “for granted that the X-rays may set up 
proliferative changes of a degenerative character in 
those areas of a radiated myoma which are not 
destroyed by the treatment.” Furthermore, women 
in the child-bearing age may have their functionating 
ovaries badly crippled or even destroyed, thus en- 
dangering later offspring through changes of the 
germ plasm produced by extensive radiation. Ster- 
ility iscommon following long exposure to the X-rays. 

The author calls attention to the difficulty in se- 
lecting suitable cases for radiotherapy and cites a 
case of interstitial pregnancy with profuse hem- 
orrhage who was given the choice between radiation 
or operation for myoma of the uterus. Fortunately 
the patient chose operation. She made an unevent- 
ful recovery, whereas, otherwise a rupture of her in- 
terstitial pregnancy might have meant sudden death. 

Injuries directly traceable to the X-ray treat- 
ment of intra-abdominal lesions are practically un- 
avoidable. Multiple peritoneal adhesions; deep ul- 
cers of the abdominal skin; sclerotic changes of the 
pelvic connective tissues; irritative conditions of the 
bowel and bladder; atrophy of the gastro-intestinal 
glands are conditions of lesser importance which 
may result from continued radiation. 

In conclusion the author says “judiciously re- 
strained the indications for the X-ray treatment of 
uterine myomata are very limited, including besides 
myoma patients who have reached the climacteric, 
those suffering in addition from diabetes, obesity, 
advanced arteriosclerosis or hemophilia, in whom 
surgical involves serious danger to life.” 

Harvey B. MattTHews. 


Crossen, H. S.: Choice of Operation in the Various 
Classes of Cases of Retrodisplacement of the 
Uterus. J. Mo. St. M. Ass., 1916, xiii, 269. 


The author has endeavored to make clear the 
method which should be employed to hold the uterus 
in anterior position. 


A dependable presentation of this subject implies 
a careful consideration of the various operative 
measures devised and their adaptability to the cor- 
rection of the pathologic condition present in differ- 
ent patients. There is considerable confusion at the 
present time and for the very good reason that there 
are certain factors in uterine support not yet fully 
understood even in physiologic conditions and much 
less in pathologic conditions. 

The following, according to the author, may be 
taken as a safe working basis: 

1. Most of the symptoms in retrodisplacement 
of the uterus are due to complicating conditions. 
Therefore such conditions must be treated first and 
the treatment of the retrodisplacement will depend 
to a large extent upon the complications. 

2. Normally the uterus is held in position by a 
combination of structures. Therefore, in any 
scheme of restoration, either this combination sup- 
port must be restored or other structures utilized to 
bring about a similar support. 

3. Pelvic floor support is absolutely necessary to 
the permanent correction of any retrodisplace- 
ment. 

4. When decided prolapse of the uterus can be 
excluded, the problem, after treatment of the com- 
plications, resolves itself into maintaining the cor- 
pus uteri in the anterior position and the cervix in 
the posterior position of the pelvis, with sufficient 
elevation of the uterus and adnexa to prevent drag- 


‘ging on hypersensitive attachments. 


5. As this problem varies with the different path- 
ological conditions present, it is advisable for pur- 
poses of study and comparison to group the cases 
into classes somewhat as follows: 


A. Future pregnancy possible. 
(1) Adnexa intact—tissues freely movable. 
(2) Ovary and tube of one side removed. 
(3) Tube only removed. 
(4) Ovary only removed. 
(5) Diffuse tissue infiltration, fixing ligaments. 
(6) Varicose veins of the broad ligaments. 
(7) Cervix too far back. 


B. Pregnancy not possible. 

(1) Active uterus preserved. 
(2) Senile uterus preserved. 

6. For maintaining the corpus uteri in the anter- 
ior position there are a number of fairly satisfactory 
intra-abdominal methods which utilize one or more 
of the ligaments supporting the uterus. 

7- In general, it may be stated that vaginal oper- 
ations for retrodisplacement is indicated in those 
cases where other deep vaginal work is needed and 
lesions requiring abdominal section can be elimi- 
nated. Harvey B. MATTHEWS. 
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ADNEXAL AND PERIUTERINE CONDITIONS 

Heineberg, A.: Tubal Sterilization; Pregnancy 
Following Bilateral Salpingectomy; a Report 
of Two Cases and a Complete Review of the 
Literature. N.Y. M.J., 1916, ciii, 107. 

The author reports two cases of pregnancy follow- 
ing bilateral salpingectomy where the tubal stumps 
were merely ligated. With this report he presents 
a careful review of the subject in its surgical phase, 
discussing the various surgical procedures that have 
been developed. 

He offers the following conclusions: 

1. There is no method of tubal sterilization 
which affords absolute security against conception. 

2. Simple ligation of the fallopian tubes with 
either single or double ligatures has been followed 
by the largest number of reported failures. 

3. Excision of a wedge-shaped section from each 
cornu of the uterus, followed by careful closure of 
the opening with musculomuscular and seroserous 
sutures has yielded better results than any other 
method. 

4. In the light of our present knowledge it seems 
unwise to advocate any other method than cornual 
resection. The conclusions are in accord with 
those arrived at in previous reviews of this subject. 

Carey CULBERTSON. 


Long, J. W.: Shirring the Round Ligaments. Aun. 
Surg., Phila., 1916, Ixiii, 690. 

To the multitude of operations already devised 
for the correction of backward displacement of the 
uterus, the author adds another, for which he claims 
simplicity and efficiency. It consists in grasping 
the round ligament near its middle with a forceps 
and making traction upon the distal portion. 
While this tension is held, a round needle, armed 
with linen or silk, is thrust through the ligament 
close to the pelvic brim, just as it leaves the inguinal 
canal. The needle is then put through the ligament 
by an over-and-over stitch about every quarter of 
an inch until a sufficient amount of the ligature to 
insure a proper degree of shortening has been in- 
cluded, the last puncture of the needle usually pass- 
ing through that portion which has been traumatized 
by the forceps. By pulling the two ends of the lig- 
ature together, the ligament is shirred, and the nec- 
essary shortening produced. In addition to this, 
the author has found that traction on the suture de- 
velops a small mesoligament, which springs from the 
pelvic wall. This piece of peritoneum may be well 
utilized to cover over the shirred portion of the lig- 
ament. The same suture may be used for the en- 
tire operation. GATEWOOD. 


EXTERNAL GENITALIA 


Gittings, J. C., Hamill, S. M., and others: A Re- 
port of the Committee on Vaginitis. Arch. 
Pediat., 1916, xxxiii, 361. 

This committee, appointed to investigate the 
subject of vaginitis in infants and young girls, 


conducted a very thorough investigation. A ques- 
tionnaire was sent to various institutions caring for 
female children and to a large number of pedia- 
tricians. With these replies as a basis they formu- 
lated the following set of resolutions: 

1. That cities be required to provide adequate 
hospital and dispensary facilities for the care and 
treatment of children having vaginitis. 

2. That matrons be placed in charge of the girls’ 
toilet rooms in public schools. 

3. That toilet seats, embodying the principle 
of the U-shape, be used in all schools and that the 
toilets be of proper height for different ages. 

4. That city and state laboratories be empowered 
and equipped to make bacteriologic examinations 
for physicians when patients cannot afford to pay 
a private laboratory fee. 

5. That educational literature on the subject of 
vaginitis be prepared and distributed to mothers 
through the medium of physicians, hospitals, dis- 
pensaries, health centers, municipal and visiting 
nurses. 

6. That asylums for children and day nurseries 
be licensed and that the license be not granted un- 
less, first, the institution has adequate facilities for 
the recognition of gonococcus vaginitis, and, second, 
that the institution exclude children having this 
disease if they cannot be properly isolated. 

7. That separate wards be maintained in hos- 
pitals for the treatment of children with vaginitis 
who are also suffering from other diseases. 

8. That microscopic examinations of smears be 
made before admission to the general wards of the 
hospital. In securing material for the smears, 
extreme care should be taken to observe rigid aseptic 
precautions. 

g. That observation wards be provided. 

10. That individual syringes, bed-pans, catheters, 
clinical thermometers, thermometer lubricant, wash 
basins, soap, powder, wash cloths, and towels be 
provided. 

11. That single service diapers be used (at least 
for girls); or that diapers be sterilized in an auto- 
clave at 15 pounds pressure for five minutes. 

12. That nurses be required to make daily in- 
spection of the vulva of each at the time of bathing 
and to report immediately the presence of the 
slightest suggestion of a vaginal discharge. 

13. That low toilets be provided and equipped 
with seats embodying the principle of the U-shape. 

14. That for routine purposes, the spray be used 
in place of tub-baths for the bathing of young girls 
and that older girls be sponged in bed. 

15. That nurses receive special instruction as to 
the nature of vaginitis, the ease with which it is 
transmitted, the methods of preventing its spread, 
and the necessity for rigid aseptic surgical technique 
in its handling and treatment. : 

16. That a dispensary with special facilities for 
the treatment of gonococcus vaginitis be provided. 

17. That nursing care and supervision be given 
in the home. 
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18. That mothers be instructed as to the dangers 
of vaginitis, the manner in which it is transmitted, 
the best method of protecting other children, and 
the necessity of prolonged observation. 

19. That all cases of vaginitis under observation 
be voluntarily reported to the local health officer in 
states or cities where no legal requirements are in 
force. Epwarp L. CornELL. 


MISCELLANEOUS 
Watkins, T. J.: Diagnosis in Gynecology. Chicago 
M. Recorder, 1916, xxxviii, 399. 

An analysis of abdominal palpation shows that it 
is always relative, that the findings are estimated by 
comparing the resistance to pressure over various 
areas of tissues or organs. By comparison only can 
a very soft pregnant uterus, a distended bladder, or 
a cyst with fluid wall be at times detected by pal- 
pation. The palpation should always be light, as 
firm pressure lessens the tactile sense, causes pain and 
excites rigidity. Observation of the facial expres- 
sion is of great value when palpating for tenderness. 

The technique of kidney palpation consists in the 
use of delicate vibratory palpation, such as is em- 
ployed in bimanual examination of the uterus and 
ovaries. One hand is placed just below the ribs 
posteriorly and presses the kidney gently forward; 
with the other hand delicate vibratory counter- 
pressure is made anteriorly over the region of the 
kidney. 

Greater tenderness over the region of the appen- 
dix than over the corresponding region on the op- 
posite side is diagnostic of chronic appendicitis, 
other demonstrable pathology being excluded. Ab- 
sence of tenderness does not exclude appendicitis, 
as gross pathologic changes in the appendix are 
frequently found in the absence of tenderness. 
Atrophic changes (appendicitis obliterans of Senn) 
are accompanied by increased tenderness in about 
50 per cent of cases. Palpation over the region of 
the appendix in all gynecological patients is highly 
important, as experience has demonstrated that the 
appendix is diseased in a very large percentage of 
cases with extensive pelvic pathology. 

Valuable information is obtained from vaginal 
inspection and palpation. Urethrocele is frequently 
not detected and the method of diagnosis is not 
generally known. Urethrocele is essentially a down- 
ward and not a backward displacement of the ure- 
thra. Urethrocele is detected by pressing the 
urethra upward toward the cervix, and the distance 
it can be so displaced represents the extent of the 
lesion, as it is normally quite fixed. 

The position of the uterus can often be determined 
by the appearance of the cervix. When the anterior 
lip of the cervix is much thicker or longer than the 
posterior, the uterus is almost invariably in anterior 
position. ‘The same rule applies to the posterior lip 
of the cervix. 

Palpation of the uterosacral ligaments for tender- 
ness is important as it often helps determine the 
degree of pathology of a retroposed uterus. 
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A most difficult class of gynecological patients 
to diagnose are those with pelvic pain without well 
defined pathology. Mistakes are commonly made 
in such cases, as the pain may be due to pathologic 
states that cannot be detected on pelvic examina- 
tion, or the patient may have or complain of pain 
without the presence of pathology in the pelvic 
organs. It has been found that the pain from ad- 
hesions is chiefly due to traction upon the periton- 
eum. It is, therefore, easy to appreciate that any 
examination which will put such adhesions on ten- 
sion will be attended by pain. This fact can be 
utilized in the diagnosis of such cases. 

The low mortality of abdominal section tempts the 
surgeon to operate for pelvic symptoms without 
making a careful diagnosis, and for pelvic symptoms 
without demonstrable pathology. Surgery has de- 
veloped beyond the time when the results of opera- 
tions should be based upon mortality. The real 
test of modern efficient surgery is morbidity. 

There is considerable danger of occasionally mis- 
taking a large corpus luteum for a small ovarian 
cyst, and of thus subjecting the patient to an un- 
necessary operation. ‘The corpus luteum at times 
attains a size two or three inches in diameter due to 
hemorrhage or oedema about the gland. On con- 
joined palpation it is impossible to distinguish it 
from a small ovarian neoplasm. The diagnosis 
should be made by constantly keeping in mind the 
possibility of a large corpus luteum in the diagnosis 
of all small ovarian tumors and keeping them under 
observation a sufficient length of time to allow ab- 
sorption in case of corpus luteum. A lapse of one 
month is probably long enough to establish a dif- 
ferential diagnosis. Epwarp L. Cornett. 


‘Bello, A.: Menstrual Fistula of the Abdomen 


(Fistula menstrual del abdomen). 
Argent., 1916, xxiv, 242. 

The case reported by the author occurred in 
a woman of 26 showing symptoms of tertiary syph- 
ilis. ‘The uterus was anteflexed with both annexes 
enlarged and the uterus between them inflamed 
and painful and showing a prominence in the left 
iliac fossa without any modification of the skin. 
Exploration of the fossa disclosed nothing of impor- 
tance. The wound did not close but established 
itself as a catamenial fistula through which there was 
an abundant flow of blood during the periods and a 
flow of pus in the intramenstrual epochs. 

The fistula persisted in spite of all attempts at 
treatment, and laparotomy was done. The epi- 
ploon and intestinal loops were adherent to the 
left uterus and annex. ‘The uterus was fibrous and 
twice the usual size and adherent to the bladder. 
The right annex was cystic. The tube of the left 
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annex was largely cystic in the ampullar region. 
The first part of the tube led to a fistula which was 
located in the abdominal wall at the left of the me- 
dian line. 

A subtotal hysterectomy was done with ablation 
A portion of the epiploon was 


of both annexes. 
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resected-and the fistulous tract closed by sutures. 
Recovery followed. W. A. BRENNAN. 


Stevens, T. G.: Adenomyoma of the Rectovaginal 
Septum. Proc. Roy. Soc. Med., 1916, ix, Obst. & 
Gynac. Sect., 1. 

The author refers to cases described by Lockyer, 
Spencer, Leitch, Bland-Sutton, Gough and Stewart, 
and to his own case previously demonstrated in 1909. 

During the preceding eighteen months he has had 
under his care five more cases. These are tabulated 
in detail and illustrated. In the fourth of these cases 
the anterior rectal wall had been so involved as to 
be drawn up in a double fold, without, however, 
invading the rectal mucosa. In this case there was 
also present a cyst of the vaginal wall, undoubtedly 
of Gartnerian origin. 

Stevens notes that the symptoms varied. In one 
case they were menorrhagia and dysmenorrhea; 
in two cases sterility was the only complaint; in the 
other three bleeding was the chief symptom, due in 
one case to fibroids in the body of the uterus, in an- 
other to chronic metritis, and in the last to some un- 
explained general condition associated with the men- 
opause. 

The growths are all situated in the loose connec- 
tive tissue above the posterior vaginal fornix, bound- 
ed anteriorly by the back of the cervix, posteriorly by 
the rectum, above by the peritoneum. They pre- 
sent hard nodular masses fixed to the back of the 
cervix and movable with it. They are not tender 
to the touch and cause no pain. ‘The rectal wall 
may be involved but the rectal mucosa never. 

Microscopically these growths show precisely the 
same structure as a diffuse adenomyoma of the endo- 
metrium, but as a rule the gland tubules surrounded 
by endometrial stroma are few in number. The 
tubules are often dilated and cystic, not infrequent- 
ly containing blood or blood pigment. The sur- 
rounding stroma is composed of cell elements exactly 
like the stroma of the endometrium. The fibromus- 
cular part of the tumor is clearly a definite new- 
growth. Although there is no capsule, the arrange- 
ment of the fibromuscular tissue is such that the 
growth is quite sharply marked off from the uterine 
muscle coats. There is perhaps more fibrous and 
less muscle tissue in the growth than in the uterine 
wall. In none of the specimens was anything found 
to suggest an inflammatory lesion. 

The author discusses the various theories regard- 
ing the origin of these tumors and holds as untenable 
his original view that they are derived from wolffian 
remnants. The possibility that they are derived 
from the muellerian ducts, at the place where the 
fused ducts join the solid mass of cells from which 
the vagina is developed, cannot be disproved. 

CaREY CULBERTSON. 


Montanari, E.: The Pathogenesis and Treatment 
of Genital Prolapse (Sulla patogenesi e sulla cura 

del prolasso genitale). Clin. chir., 1916, xxiv, 223. 
The author passes in review and criticises the 
various methods in vogue for the treatment of 


genital prolapse. He does not believe that vaginal 
or abdominal hysterectomy can ever be considered 
an ideal method, but only a procedure of necessity, 
inasmuch as such operations produce a grave and 
irreparable mutilation; hence the method should 
not be used on a young woman with a normal 
uterus. 

Treatments limited to the vagina, such as col- 
porraphy and similar operations are insufficient and 
interfere with colitus while they do not obviate the 
anatomopathologic alterations which were the 
principal cause of the genital prolapse. 

The author insists that genital prolapse is chiefly 
due to inequality between the resistance of the 
peritoneum and endo-abdominal pressure, such in- 
equality being determined either by a congenital 
or an acquired weakening of the support and 
stability of the uterus, and especially of the soft 
framework forming the pelvic floor. As a surgical 
procedure the author considers the operation de- 
vised by Ruggi to be the most efficacious and 
rational for the treatment of total prolapse in 
women within the active period of sexual life. 

The main points in Ruggi’s operation are as 
follows: 

A circular incision above the normal position of the 
fornices; two incisions perpendicular to this on the 
two sides of the anterior vaginal column, these in- 
cisions being turned off at the ends. Three flaps of 
mucosa are thus formed, the central from the an- 
terior vaginal column, and two quadrilateral side 
pieces. The neck of the uterus is drawn out and 
isolated. The two lower thirds of the lateral walls 
of the uterus are sutured with catgut to the base 
of the broad ligaments. 

2. Obliteration of the ureterovesical and uretero- 
rectal cavities; suturing the uterine fundus with 
fine catgut to the peritoneal sac which covers the 
posterior face of the bladder; replacing the uterus. 
Douglas’s sac is sutured to the uterine fundus pos- 
teriorly; supervaginal amputation of the neck of the 
uterus. 

Posteriorly the sectioned vaginal mucosa is su- 
tured to the posterior half of the stump of the neck 
in such a manner that a perfect adaptation is made 
between the vaginal and uterine mucose. 

In front the vaginal column previously isolated is 
deprived of its superficial mucosa and shortened at 
its free extremity so that there remains only a strip 
of solid submucous tissue which is sutured to the 
anterior edge of the sectioned neck. This sub- 
mucous strip is then covered by the two quadri- 
lateral flaps previously mentioned. The operation 
is completed by Lawson-Tait’s colpoperineor- 
rhaphy. 

The advantages claimed for this operation are: 

1. Consolidation of the musculo-aponeurotic ring, 
which includes within it the isthmus-of the uterus, 
and high fixation of the uterus, in approximately its 
normal position. : 

2. Abolition of pathologic peritoneal formations 
constituted by the uterovesical and uterorectal sacs. 
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3. Reduction of the weight and volume of the 
uterus by amputation of the neck. 

4. Narrowing of the lumen of the vaginal canal 
and of the vulvar orifice; cure of cystocele and re- 
trocele; and consolidation of the perineal floor. 

5. Preservation of the integrity of sexual function. 

The author reports eight cases very successfully 
treated according to this method and in at least one 
case it was ne by normal pregnancy and 
parturition. W. A. BRENNAN. 


Hussey, A. A.: Operating During the Puerperium 
for Cure of Old Lacerations of the Cervix and 
Perineum. Am. J. Obst., N. Y., 1916, Ixxiii, 
1014. 


The author reports 40 cases in which Stuart and 
himself had operated for cure of old lacerations of the 
cervix and perineum during the puerperium. He 
does not contend that this time of operating is 
more favorable than other times but thinks that 
for some of the poor patients in the maternity wards 
there may be some real gain by operating at this 
time, since so many of these patients will not re- 
turn to the hospital even though they are more or 
less invalided because of their lacerations. 

In 29 of the cases operated upon the recent labor 
had been conducted under normal conditions in the 
delivery room. In two cases labor began outside 
the hospital and terminated in the receiving ward 
without preparation for delivery. One case was 
admitted with a transverse presentation with pro- 
lapse of the cord and arm after unsuccessful attempts 
at version by the family physician. Placenta pre- 
via complicated two cases. In two cases labor was 
induced with a bougie. Labor was terminated 
twice with podalic version and twice by forceps. 

The lesions found in these cases were: 31 old lac- 
erations, 9 old and new lacerations of the perineum, 
22 old lacerations, and 6 old and new lacerations of 
the cervix. 

The cervical lacerations ranged from moderate 
single to deep multiple. The lacerations of the 
perineum were incomplete in 38 cases and complete 
in 2. One case was complicated by a cyst of Bar- 
tholin’s gland and hemorrhoids. 

The time selected for operation was from one to 
fifteen days post-partum. Five cases were operated 
upon twenty-four hours after delivery, 22 cases 
forty-eight hours after delivery. In 9 cases, the 
operation was done between the third and seventh 
days, and in 4 cases between the seventh and fif- 
teenth days post-partum. The post-operative 
course was entirely normal in 35 of 40 cases and 5 had 
a little temperature. 

In 25 of 29 cases of trachelorrhaphy, the cervix is 


_ be complicated by retroversion. 
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recorded as healed. Partial union occurred in 3 
cases and non-union in one. 

Good union was secured in the perineum in 32 
cases, and partial union in six cases; non-union is 
recorded in one case. The condition of the pelvic 
organs on discharge was normal in 34 cases, while 
retroversion of the uterus was noted in 6 cases. 

The presence of lochia did not seem to have any 
unfavorable effect upon healing. The post-opera- 
tive care did not differ from that of cases repaired 
after recent injuries. C. H. Davis. 


Healy, W. P.: Sterility in the Female. Med. Rec., 
1916, Ixxxix, 954. 

Sterility in the female may be due to pathological 
conditions grouped as follows: (1) malformations, 
(2) inflammations and infections, (3) injuries, and 
(4) tumors. 

Relative sterility cases in the fourth group are due 
to fibroids of the uterus; or in the third group there 
may be miscarriages as a result of uterine displace- 
ments or traumatic lesions of the pelvic organs 
following previous pregnancies. 

The gonococcus is chiefly responsible for sterility 
due to inflammations. Practically all cases of ab- 
solute sterility belong etiologically in the first and 
second groups. Lack of complete development of 
the uterus is the most frequent factor in the first 
group. On this the clinical findings fall into three 
groups: (1) small, poorly developed uterus with 
scanty menstruation, (2) small uterus with ante- 
flexion, a normal period, and dysmenorrhea, (3) 
a normal sized uterus with long conical cervix, 
stenosis of the cervical canal, menorrhagia, and 
dysmenorrhoea. Any one of the above groups may 
Apparently nor- 
mal organs in apparently healthy sterile women are 
found. These cases often have excessively acid 
vaginal secretion. 

Apparently normal cases are benefited by saline 
douches at bed time and a restriction of intercourse. 
Groups 1 and 2 should have dilatation, curettage, 
and stem pessary. Group 3 can be helped by 
dilatation, curettage, and the Dudley operation on 
the cervix. 

Retroversions should be corrected by pessaries or 
operation. 

Sterility due to gonorrhoeal infection is least 
satisfactory to treat. Those cases in which no 
palpable lesions of the adnexe exist should have 
dilatation, curettage, and saline douches. Failing 


this an exploratory laporatomy should be done 
with proper care of any adhesions found. 
Gonorrheeal cases with palpable lesions require 
curettage and plastic surgery on tubes. 
W. F. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Costa, R.: Treatment of Extra-uterine Pregnancy 
in the Advanced Periods (La terapia della gravi- 
danza extrauterina nei periodi inoltrati). Gazz. 
d. osp. ed. clin., Milano, 1916, Ixxxvii, 229. 


The author believes that after the sixth month 
active intervention is necessary. If the foetus is 
dead operation can be delayed for about a week if 
the condition of the mother permits it. If the foetus 
is alive the termination of the pregnancy can be 
awaited. 

Intervention can be made vaginally or abdomin- 
ally. In the former the colpotomy incision must be 
sufficient to allow free passage of the head. Intro- 
duction of the hand or external maneuver are 
generally to be discountenanced and it is best to 
allow spontaneous placental elimination. 

Abdominal extraction is indicated only when the 
conditions are unfavorable for vaginal extraction. 
Median incision is the rule but when the sac is 
developed in the large ligament the Pfannenstiel 
incision is resorted to. Difficulties in abdominal 
extraction are ascribable not to the foetus but to the 
treatment of the annexes. These may be left in- 
tact or they may be partially or totally removed. 
The latter is the ideal way. In leaving the append- 
ages behind there should be partial or complete 
closure of the abdomen. Partial closure finds its 
indications in septic or suspected cases, when the 
sac and the placenta are firmly adherent or danger- 
ously implanted on other organs, such as the liver, 
bile-ducts, etc., or when the placenta is very difficult 
toremove. In this case the technique is reduced to 
the opening of the abdomen and the sac, the extrac- 
tion of the foetus, tamponing, marsupialization of 
the sac, and partial abdominal closure. Total re- 
moval of the ovarian tissues is the ideal procedure 
and the most correct surgical method. 

W. A. BRENNAN. 


Arnold, J. O.: Some Practical Points in the Treat- 
ment of Eclampsia. Therap. Gaz., 1916, xl, 381. 


Arnold believes that a judicious combination of 
the Stroganoff or ‘‘conservative”’ method with some 
of the best of the more radical measures is, in most 
cases, productive of more satisfactory results than 
an attempt to follow either school alone. The Stro- 
ganoff method in several of the large European 
maternity hospitals has reduced the mortality in 
eclampsia from 20 per cent or more to 8 per cent or 
less. It is, consequently, the duty of obstetricians 
to give serious consideration to such a method and, 
so far as possible, to adopt it in practice, for no other 
treatment has ever given half so low a death-rate. 


Most American and English obstetricians, how- 
ever, believe that the uterus should be emptied 
whenever one or more convulsions have occurred. 
Consequently the author feels that after the con- 
vulsions have been controlled by the Stroganoff 
method, it is logical to terminate pregnancy by 
whatever procedure will give the least shock to the 
patient. 

Arnold’s plan of treatment, is, in brief: 

1. Chloroform, if necessary, in the smallest pos- 
sible quantity that will enable one to give the first 
dose of morphine without disturbing the patient. 

2. The first dose of morphine, at least half a 
grain, to be repeated in two hours, or as soon and as 
often as is necessary to control the convulsions. 

3. Bleeding as early in the attack as possible to 
the extent of from 12 to 24 ounces, sufficient to 
effect lowering of the blood-pressure. 

4. Aftercleansing the lower bowel, the administra- 
tion by rectal seepage of a solution containing 1 or 
2 drams of sodium bromide and 2 or 3 drams of 
sodium carbonate to a quart of normal saline as 
rapidly and constantly as it may be absorbed. In 
case of rectal intolerance, he advises a solution of 2 
drams of bicarbonate of soda to the pint of normal 
saline by hypodermoclysis. 

5. In cases before the eighth month, after two 
or three convulsions, induce labor. After the eighth 
month terminate pregnancy by the most appro- 
priate method. 

6. With the possible exception of water, no drugs 
or food are to be given by mouth until long after the 
convulsions have ceased. 

The author reports 17 cases with a mortality of 
5. He states that in every case in which treatment 
was carried out efficiently from the start the results 
were good. Some of the consultation cases seen 
late were moribund and could not have been saved 
by any method of treatment. F. C. Irvine. 


Boyd, G. M.: The Indications for Cesarean Section. 
Am. J. Obst., N. Y., 1916, xxiii, 650. 


The author believes that the low maternal mor- 
tality from cesarean section within recent years 
has led to an almost reckless broadening of the in- 
dications, until at the present time this operation 
is performed far too frequently. He considers 
pelvic deformity in which the true conjugate is less 
than 7.5 cm. and pelvic obstruction as the only defi- 
nite indications. As long as the etiology of eclamp- 
sia is obscure, its treatment by means of cesarean 
section is questionable, In rare cases he thinks it 
worthy of consideration but considers manual dila- 
tation and rupture of the membranes, followed by 
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version or forceps, the better method of treatment 
for most cases. It is to be considered in some cases 
of placenta previa and is the method of greatest 
safety for central placenta previa. He questions 
certain so-called indications as face, brow, occiput 
posteiior positions, pyelitis, and primary inertia. 
He urges that the test of labor should be given the 
patient in all cases in which the indications are only 
relative. C. H. Davis. 


Costa, N. P.: Segmental Czesarean Operation (Ces4- 
rea segmentaria). Semaine méd., 1916, xxiii, 552. 


Under this title are included those procedures 
which involve the lower segment in contradistinc- 
tion to the classical cesarean operation which always 
involves the uterine body. The group includes 
suprasymphyseal inguinal, cervical posterior sec- 
tions and laparocolpohysterotomy. 

The author refers to the various procedures since 
Jorg of Leipzig in 1807 and Osiander about the same 
time first exposed their technique. Ritgen put 
the extraperitoneal method into practice in 1821. 
Thomas, of New York, in 1870 revived the technique 
of Ritgen and the statistics published later by him 
and his followers showed a maternal and foetal 
mortality of 50 and 42.8 per cent, respectively, 
which was no higher than the mortality from the 
classic operations. 

In more recent times the methods were multi- 
plied and according to Holzapfel and Franck there 
were in 1907 no less than seventeen distinct pro- 
cedures. The author summarizes each of these meth 
ods, which he states may be arranged in two great 
groups, the extraperitoneal and the transperitoneal. 
The first was founded on anatomic principles, the 
transperitoneal method arising as a necessity due 
more or less to the difficulties of technique which in 
the majority of cases sufficed to completely nullify 
the object of the intervention. Franck originally 
followed the extraperitoneal route, but owing to the 
difficulties encountered was the first to try the trans- 
peritoneal and published his first seven cases in 
1904. His procedure was later modified by Sel- 
heim, Latzko, and others. 

Accidents are more numerous by the extraperi- 
toneal route, owing to the anatomical difficulties 
and conditions arising which cannot be foreseen. 
The most common accident is peritoneal injury, 
and according to the statistics of Jeannin and Schau- 
ta the peritoneum was opened in about twenty per 
cent of the cases. Nouvian’s statistics showed 13.3 
per cent, but Latzko and Doderlein by their proce- 
dure reduced the figure to 11.2 and 7.2 per cent, 
respectively. 

The next most frequent accident was vesical 
rupture which occurred in about 3 per cent of the 
cases. These and other lesser accidents are, how- 
ever, reduced to a minimum by the transperitoneal 
method. Sometimes the uterine muscle is lacerated 
or torn. As a late accident, fixation of the uterus 
to the abdominal cicatrix has been observed, and 
this facilitates retroflexion. Such adherences, ac- 
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cording to Wiebel, are met with in 25 per cent of the 
cases but they rarely cause a premature delivery or 
a grave dystocia. 

The principal indication for a segmental cesarean 
operation is in a case where the classic operation is 
contra-indicated, i.e., a case with infection. This 
indication, however, has not borne the brunt of 
criticism because the transperitoneal procedure 
with its provisory sutures is not capable of hinder- 
ing contamination of the peritoneal cavity, or pre- 
venting the evolution of a fatal peritonitis. 

Sellheim from his studies considered that segmen- 
tal cesarean section was ‘the only treatment in 
placenta previa and in six cases so treated by him 
and one by Henkel there were no deaths. 

The general opinion, however, appears to be that 
this procedure cannot compare with pure obstetrical 
procedures nor with the classical cesarean section 
except in very special cases or in a case of complete 
dystocia. Any other conditions which contra-in- 
dicate the classic operation, are indications for the 
segmental, i.e., threatened rupture of the uterus 
or incomplete rupture of the lower segment, pul- 
monary tuberculosis, meningitis, pelvic tumors, etc. 

The author believes that owing on the one hand 
to the great number of cases of subsequent rupture 
in the scar and the adherence of the uterus to the 
abdominal wall and organs in the classic cesarean, 
and on the other hand to the absence of such com- 
plications and more especially the firmness of the 
segmental cicatrix, this intervention should be 
studied further and an endeavor made to give it 
broader indications. Concerning the maternal and 
foetal mortality and morbidity the author refers to 
Jeaninn’s statistics, published in 1909, which gave 
150 cases with a global mortality of 7.3 per cent. 
Eliminating eight deaths due to infection reduces 
the figure to 5.33 per cent. Latzko’s statistics, 
omitting infective deaths, gave an operatory mortal- 
ity of 4.21 per cent; Nouvian’s 3.6 per cent; Bumm’s 
2.85 per cent; Weibel’s 3 per cent. 

Jeaninn’s statistics showed more or less grave 
post-operative complications in about 30 per cent 
of cases, Nouvian’s 24 per cent. Foetal mortality 
varies according to the different statistics from 1.15 
to 3.62 per cent, omitting deaths prior to interven- 
tion. Asphyxiated births compare favorably with 
the classical operation. 

According to the statistics the segmentary czsa- 
rean operation has an advantage of more than 2 
per cent over the classical operation. Among the 
principal objections to the classical operation, as 
pointed out by Sellheim, are hemorrhage; intestinal 
lesions; facility of infection of abdominal cavity by 
the introduction of amniotic fluid and blood; epiploic 
adherences; danger of cicatrical rupture in later 
labors; frequency of abdominal hernia, etc. 

Schauta has pointed out that most of these are 
merely the result of faulty technique and thinks 
that Segmental cesarean section lacks the advantages 
claimed for it and that the probability of infect- 
tion is greater. Although opinions are divided the 
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author concludes that dominant opinion at present 
is: for uncomplicated cases, the classical operation; 
for suspicious cases, the segmentary; and for mani- 
festly infective cases, a Porro or uteroparietal fistula 
operation. : W. A. BRENNAN. 


Beach, R. M.: The Management of Ovarian Tu- 
mors Complicating Pregnancy, Labor, and the 
Puerperium. Am. J. Obst., N. Y., 1916, Ixxiii, 
1029. 

From the frequency of ovarian tumors and their 
infrequency as a complication of pregnancy the au- 
thor reasons that these tumors do actually pre- 
vent conception. A thorough routine examination 
of all antepartum cases as early in pregnancy as pos- 
sible will do much to eliminate the dangers of the 
situation. Beach finds that the main complications, 
torsion, rupture, and suppuration, occur in 25 to 30 
per cent of the cases associated with the pregnant 
or puerperal state. 

The author believes that ovarian tumors discov- 
ered during the first half of pregnancy should be re- 
moved by ovariotomy before the second half of 
pregnancy. If the tumor is discovered during the 
second half of pregnancy it should be removed if of 
considerable size, since the excessive distention of 
the abdomen might tend to interrupt pregnancy. 
A waiting policy should, however, be chosen for 
other cases, such as dermoids, broad ligament tu- 
mors, pelvic bound tumors, and bilateral tumors in 
the childless woman. 

Non-obstructing tumors discovered during labor 
should not be operated upon if labor is progressing 
well. Obstetric manipulations should be limited and 
labor made as easy as possible. 

Obstructive tumors seen during labor are con- 
sidered under three headings: (1) Clean cases seen 
early in labor may be treated by posture and reposi- 
tion, cesarean section plus ovariotomy or waiting 
until full dilatation of the cervix, which is dangerous 
owing to the possibility of rupturing the cyst. (2) 
Clean cases at the end of the first stage should be 
operated upon as that method gives the best in- 
sight into the condition present. (3) Infected 
cases seen late in labor must be operated upon at 
once. Cases that pass through labor should be 
operated upon during the puerperium. 

C. H. Davis. 


Danforth, W. C.: Pyelitis of Pregnancy with Espe- 
cial Relation to Its Etiology. Surg., Gynec. & 
Obst., 1916, xxii, 723. 

The author made simple cultures on blood serum 
of the urine of 50 pregnant women. In only five 
of these were colon bacilli found. The remainder 
showed a growth of staphylococcus. A further 
series of 14 was much more carefully studied, the 
urines being cultured in agar plates to which human 
ascites fluid had been added, in agar shake cultures, 
and in anaerobic tubes of agar to which had been 
added human ascites fluid and goats’ blood. None 
of this series showed colon bacilli. One showed a 


pseudodiphtheria bacillus, one an unrecognized spore: 
forming bacillus. With the exception of a few which 
were entirely sterile the remainder showed staphylo. 
coccus. 

An observation is included upon a case in which 
the ureters were catheterized to relieve distention of 
the right kidney pelvis. The catheter would not 
pass up the right ureter although it passed up the 
left one readily. Upon placing the patient upon 
the left side to permit the uterus to gravitate away 
from the ureter the catheter passed up the ureter 


very readily and urine flowed rapidly from the cath-. 


eter. It is assumed, therefore, that obstruction 
of a mechanical character can be caused by the 
uterus. As colon bacilli were so infrequently found 
the author assumes that the infection is, in the major- 
ity of cases, a blood borne one. 

As to treatment, in addition to postural methods 
the use of the ureteral catheter is urged previous to 
deciding upon emptying the uterus. The author 
believes that a considerable number of cases may be 
relieved by this means. Nephrotomy and nephrec- 
tomy are discussed. 


Norris, C. C.: Pregnancy in the Tuberculous. Am. 
J. Obst., N. Y., 1916, Ixxiii, 997. 


The study of this subject has led the author to 
believe that, as a general rule, pregnancy, and es- 
pecially the puerperium, exerts an unfavorable in- 
fluence upon the course of tuberculosis. Whether 
the normal pregnant woman is more susceptible to 
infection by the tubercle bacilli is still an open 
question. It is certain that a definite proportion 
of women apparently contract the disease either 
during pregnancy or the puerperium. This is par- 
ticularly true of the wives of tuberculous men living 
amid unhygienic surroundings. 

The combined results of fourteen observers show 
that the average infant mortality in a large series 
of cases was 58.83 per cent. Armand-Delille stud- 
ied a series of 787 children born or living in 175 
families, one or more members of which were tuber- 
culous. Of these children, 323 were placed in the 
country and did well; 396 were not removed from their 
infectious surroundings, and of these 238 developed 
tuberculosis. 

Apart from the exacerbation of the pulmonary 
condition which occurs so often during pregnancy, 
it seems that these patients are more subject to the 
various obstetrical complications than normal indi- 
viduals. 

Albeck of Norway treated 16 patients in a private 
sanitarium, yet 6 died within fifteen months. Es- 
sen-Moeller reports that death or aggravation oc- 
curred in 50 per cent of his patients treated in 
private sanitariums. Ebeler, from a study of 32 
cases, advises the immediate emptying of the uterus 
in any month of pregnancy. Parry reports that 
in a series of 38 cases, all of the severe type, 50 per 
cent died within two months after labor. Bacon 
estimates that 33 per cent of tuberculous women die 
in less than one year after labor. 
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Practically all authorities recognize the gravity of 
laryngeal tuberculosis. Fellner in a series of 289 
cases had a maternal mortality of 44 per cent. Lo- 
benstine collected 231 cases of laryngeal tuberculosis 
from the literature, 200, or 86 per cent, of whom died 
during pregnancy, labor, or soon after, and Raspine 
emphasizes the ill effects of this condition. The 
death-rate among the infants of these patients was 
about 60 per cent. Imbhofer reports a foetal mor- 
tality of from 86 to 90 per cent when the mother has 
a laryngeal involvement; Kuettner 90 per cent; 
and several others give similar figures. 

Tuberculous women should not nurse their chil- 
dren, except in exceptional circumstances, for the 
mother’s sake, and because of the dangers to the 
child. 

Unfortunately, despite the most painstaking 
studies, it cannot be determined with certainty 
which women will bear pregnancy and the puer- 
perium well, and which will fare badly. ‘The safest 
plan for the tuberculous woman is to avoid concep- 
tion. In those exceptional cases in which conception 
has been countenanced, strict hygienic measures 
must be enforced and the woman kept under close 
observation and examined at frequent intervals by 
the experienced internist. 

In the early months of pregnancy, with a rapidly 
advancing pulmonary lesion, there can be no ques- 
tion but that the induction of abortion should be 
performed without loss of time, and this is also true 
if laryngeal involvement occurs. On the other hand, 
given a similar case in the late months of pregnancy, 
little can be gained by the induction of premature 
labor. ‘The author believes that in the presence of 
an extensive lesion, even in the quiescent period, or 
even of a small active lesion, or any laryngeal lesion 
the uterus should be emptied at once. The longer 
a lesion has been inactive the better the prognosis, 
as a general rule. 

The combined statistics of 21 observers, compris- 
ing nearly 1,000 cases of intervention within the first 
four months, indicate that 77 per cent of the women 
were benefited by emptying the uterus, the percent- 
age varying from 20 to 97 per cent. The author 
believes that the wise obstetrician will familiarize 
himself with the results obtained by others, and 
that he will individualize his cases, and empty the 
uterus only when it is necessary, but that he will not 
allow his natural repugnance to the performance of 
this operation to influence him to the detriment of 
his patient, if after consultation it seems advisable. 

C. H. Davis. 


Vantrin: The False Appendicites of Pregnancy 
(Les fausses appendicites de la grossesse). Ann. de 
gynéc. et d’obst., 1916, xlii, 177. 

The author reports five cases in which there was 

a diagnosis of appendicitis, all the clinical signs ap- 

parently being precise and conclusive, but which 

proved wrong on intervention. 
In the first case a gangrenous diverticulum show- 
ing all the symptoms of appendicitis called for urgent 
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operation. The appendix was found absolutely 
normal. In two other cases the trouble was found 
to be due to a suppurated dermoid ovarian cyst. 
The fourth case was very interesting. It presented 
all the classical signs of sudden pains in the right 
lower abdomen, particularly located over Mc- 
Burney’s point. Intervention, however, showed the 
cecum and appendix to be healthy with a hematic 
collection above them which extended into the iliac 
fossa as far as the uterine cornua behind and the 
broad ligament below. A disrupted ampullar preg- 
nancy on the right tube was found coincident with 
a normal uterine pregnancy which continued to term. 
The fifth was a post-partum case which was found 
to be due to the twisted pedicle of a partially sup- 
purated ovarian cyst, the symptoms of which simu- 
lated appendicitis. W. A. BRENNAN. 


LABOR AND ITS COMPLICATIONS 


Grad, H.: Foetal Dystocia and Cesarean Section. 
Med. Rec., 1916, \xxxix, 1137. 

The author reviews the various forms of treat- 
ment of foetal dystocia with a plea for the more 
frequent performance of cesarean section for this 
complication of labor. 

The various forms of foetal dystocia are classified 
as follows: 

1. Foetal dystocia from faulty attitude: (1) 
excessive flexion of the head, Roderer’s obliquity; 
(2) Bregma presentation, incomplete flexion; (3) 
brow presentation; (4) face presentation; (5) presen- 
tation of anterior parietal bone or ear, Naegele’s 
obliquity; (6) presentation of posterior parietal 
bone or ear, Litzmann’s obliquity. 

_ 2. Foetal dystocia from faulty presentation: 
(1) pelvic presentation; (2) shoulder presentation. 

3. Foetal dystocia from faulty position: (1) 
persistent occipitoposterior position; (2) persistent 
mentoposterior position. 

4. Foetal dystocia from general foetal conditions: 
(1) multiple or compound presentation; (2) multiple 
birth; (3) malformation; (4) deformities; (5) an- 
omalies. 

5. Oversize of foetus. 

6. Oversize of head. 

7. Premature ossification of head. 

8. Congenital hydrocephalus. 

In many cases of delayed labor due to fcetal dys- 
tocia haste is unnecessary; a quick and immature 
conclusion should be avoided. The history of the 
case must be fully considered whether the labor is 
at term or over due; the duration and progress of 
labor; the nature of the uterine contractions, espe- 
cially as to the efficiency; the general condition of 
the mother; the condition of the amniotic sac; the 
condition of the foetus, and of the uterus; and the 
condition of the rectum and bladder. Full informa- 
tion as to the above points will serve to assist in 
determining the proper procedure to follow. Having 
obtained a full history of the case a careful exam- 
ination of the mother and foetus should be made. 


OBSTETRICS 


Under full anesthesia the whole hand if necessary 
should be passed into the vagina and an effort made 
to correct any faulty attitude or position, and if 
possible, to engage the head in the pelvis. By 
allowing labor to continue many faults will be spon- 
taneously corrected by the forces of nature, or 
rendered amenable to an easy forceps delivery. 

Under operative treatment, the author disre- 
gards embryotomy upon the living child; pubiotomy 
is not considered. 

The high forceps operation is regarded as a dan- 
gerous procedure for both mother and baby and 
justifiable only under exceptional circumstances. 
The high foetal mortality and considerable maternal 
morbidity of version should cause it to be regarded 
as a formidable procedure. 

For clean cases cesarean section is the ideal mode 
of delivery, yet its dangers, shock, hemorrhage, and 
sepsis must be weighed against the dangers and 
Emitations of the alternative operations. 

Purp F. WILLIAMS. 


Telfair, J. H.: Rupture of the Uterus During Labor. 
Am. J. Obst., N. Y., 1916, Ixxiii, 655. 


The author gives a brief discussion of this subject, 
reviewing some of the recent literature and showing 
that one of the more common causes working to in- 
crease this condition at the present time is the reck- 
less use of pituitrin in the general practice of ob- 
stetrics. He reports two cases of rupture of the 
uterus during labor, the first occurring during the 
process of what was apparently a normal labor in a 
slight, poorly-nourished woman, and the second 
probably caused by using rather large doses of 
pituitrin in a case having a generally contracted 
pelvis. Following the rupture both cases were 
operated upon, one dying seven hours after opera- 
tion and the other on the fourth day from peritonitis. 

In the discussion of this paper a number of cases 
which have not been recorded in the literature on this 
subject were reported. C. H. Davis. 


Nicholson, W. R.: Anzsthesia in Labor. 
Gaz., 1916, xl, 388. 


Nicholson estimates that about 15 per cent of 
normal women in normal labor really need anesthes- 
ia, not merely to accomplish delivery successfully, 
but to do so without evil after-effects. (The remain- 
ing 85 per cent could probably be delivered as 
satisfactorily without anesthesia as with it. With 
this in mind, it behooves the obstetrician to select 
an anesthetic for use in labor which is not only 
efficacious but also safe for mother and child. 

Chloroform is an efficacious anesthetic and easy 
to administer but its danger is great enough to 
preclude its use. Its margin of safety is narrow and 
its secondary results are frequently serious. 

Ether is the safest of anesthetic agents. 


Therap. 


Its 


use as an analgesic has been quite satisfactory. It 
is cheap and easily administered. 

The experience of those in this country having 
had a considerable experience with the scopolamine- 
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morphine-narcophin-pantopon method varies from 
practically complete success to marked failure. At 
best it should only be used as an adjuvant to the 
first stage. As a means of procuring a painless de- 
livery it is non-efficient and dangerous, the danger 
being due to the impossibility of individualizing 
the patients, together with the uncertainty of the 
action of the drugs and also their relatively slow 
elimination. 

Nitrous oxide and oxygen, after one has had some 
experience in the use of the apparatus, will be found 
100 per cent efficient instead of failing in from 10 
to 40 per cent of cases, as does scopolamine. In 
the hands of a capable anesthetist, nitrous oxide and 
oxygen is no more dangerous than ether. Its 
administration, especially to the deeper surgical 
degree, should not be attempted by one unskilled 
initsuse. With this anesthetic there is no increased 
tendency to asphyxia neonatorum, nor is labor pro- 
longed, nor is post-partum bleeding increased over 
the normal. F. C. Irvine. 


Ferreyra, F.: Obstetrical Analgesia by Epidural 
Injections of Novocaine (La analgesia obstetrica 
por injecciones epidurales de novocaina). Cron. 
méd., 1916, xxxiii, 137. 

Ferreyra reports the details of five cases in which 
he made injections of novocaine solution combined 
with sodium bicarbonate and sodium chloride, ac- 
cording to the method of Lowen, as an obstetrical 
analgesic. The injections were made in the liga- 
mentous membrane of the sacral region, and gave 
favorable results. W. A. BRENNAN. 


Iraeta, D.: Analgesics in Parturition (Los analges- 
icos en el parto). Tesis, Buenos Aires, 1916. 


Morphine as well as other analgesics, derivatives 
of opium, given during labor, may produce slight 
symptoms of intoxication, but may cause the death 
of the foetus. As to the sensational discovery of 
Paulin of Paris, that in obstetrics morphine can be 
separated from its toxic substances, without in- 
fluencing its analgesic properties, the author accepts 
it with the suspicion of the existence of an oxytocic 
in the product injected, basing the suspicion upon 
the presence before the period of analgesia, of a 
short period of hyperesthesia and a concomitant 
increase in the intensity of the uterine contractions. 

The author in collaboration with Houssay and 
Beruti had succeeded in detoxicating morphine by 
the use of ferments. This product newly obtained 
was injected in different animals, and it was demon- 
strated that the new product was of greater toxicity 
than morphine itself. Injecting in a series of par- 
turient women a solution of ferments, it was found 
that it had an oxytocic action more ephemeral than 
that of the hypophysis. 

Clinical experimentation showed that major 
doses of 0.02 cg. of morphine caused an increase in 
the intensity of the contractions immediately after 
the injection, and that the pain decreased much 
sooner. 
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The author has devised an apparatus, inexpensive 
and easily manipulated, to register uterine contrac- 
tions and to combine direct observation with exter- 
nal hysterography. 

Internal hysterography must be abandoned, in 
his opinion, for the following reasons: 

1. The balloon is difficult to place if there exists 
no relative dilatation of the cervix, and more diflicult 
to place when the head has passed the superior 
strait. 

2. During the expulsion period, the balloon is 
pushed out with the progress of the foetus. 

3. The entire apparatus introduced into the uter- 
ine cavity is an excitor of the contractility of the 
organ and modifies its rhythm and intensity. 

4. If the bag of waters is intact, the balloon 
pushed in may break it and give rise to a dystocia. 

5. It is difficult to avoid displacing the balloon 
when it is in the uterus. 

6. It is dangerous to the mother as well as to 
the foetus to introduce an apparatus into the uterus. 

The difficulties encountered have resulted in 
the abandoning of this method. 

The apparatus consists of the brassart of Pachon, 
a moderator, and a Marey’s drum. 

The brassart inflated and held by means of leather 
straps, is applied to the abdominal wall in the region 
of the fundus of the uterus at a point where it is not 
influenced much by the respiratory movements. 

The rubber tube that starts from the brassart, 
is placed in communication with a small Barnes 
bag, placed in an ordinary milk bottle, whose other 
tube opening is united by another rubber tube to 
Marey’s drum. ‘The author also uses an ap- 
paratus consisting of a drum, one face of which, 
flexible and provided with a spring, is put in con- 
tact with the abdominal wall by means of a spring; 
the other, rigid, holds a tube which communicates 
with a Marey’s drum. 

The registering cylinder used is one of the Balt- 
zar type, of a voluntary, regular movement. As 
the registrations indicate the time of the beginning 
and termination, one can easily calculate in any seg- 
ment of the graphic, the duration, the intensity, and 
the frequency of the contractions. 

The objections which could be raised against this 
procedure may be due to the operator and the se- 
lection of the case. In the author’s experience the 
apparatus gave only indications relative and com- 
parable, in the same subject and at the same session. 

The high and low altitude of the register depends 
upon the degree of compression of the apparatus on 
the abdominal wall, and it is very difficult to find it 
the same in different subjects. 

The height of the tracing which corresponds to 
the intensity of contraction, is not represented on 
the graphic, because the air pressure in the drums 
increases with the progress of contraction, and, 
therefore, during the last half of the contraction 
the resistance opposed would be much greater than 
at the beginning, consequently the height of the 
tracing will be lower than for the first half. 
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A question which arises is: Are the traces on the 
registering cylinder, or graphic, the signs of uterine 
contractions only, or are they the traces of contrac- 
tions of the abdominal muscles also? The author 
states that the contraction of the abdominal muscles 
during the period of dilatation is a factor that dis- 
turbs the register very little, because the corre- 
sponding muscles remain passive during the period 
of labor. 

In an illustrative case a woman was chloroformed, 
and the apparatus applied; the registrations of the 
were equal before and during the 
thesia. 

The author’s experiments upon women and ani- 
mals, led him to the following conclusions: 

1. Morphine maintains its toxicity when mixed 
with hypophyseal solutions. 

2. Internal hysterography must be discarded, 
for it is dangerous to both mother and foetus. 

3. Inthe study of uterine dynamics use should be 
made of external hysterography which is harmless. 

4. A dose of morphine 0.0005 gr. per gram of 
animal weight is fatal to guinea pigs. 

5. Morphine is not detoxicated by hypophyseal 
solutions. 

6. The leaven of grain or beer, not only fails to 
detoxicate morphine, but seems to increase its toxic 
effects in animals. 

7. The physiologic action of antalgesin and parto- 
analgia, according to the arterial pressure and the 
uterus, is equal to that of morphine. 

8. The combination of large doses of morphine to 
small doses of hypophysis annihilates the oxytocic 
action of the last named. 

9. Solutions of leaven have less oxytocic action 
than those of the hypophysis. 

1o. The generalized opinion that pain and preg- 
nancy are factors opposed to morphine intoxica- 
tion is of no value. 

11. Morphine injected in a pregnant woman may 
be transferred to the foetal circulation without 
changes. 

12. The sensibility to the toxic action of morphine 
is greater in children. 

13. The personal susceptibility to morphine va- 
ries greatly in different individuals. 

14. In some parturients the initial dose of mor- 
phine does not relieve the pain instantly, but it 
soon relieves the succeeding ones. 

15. In 4o per cent of cases there is no indication 
for the administration of large doses of morphine 
for the relief of labor pains. 

16. Products having morphine for a base, intended 
to produce analgesia in parturition are of incon- 
stant action. 

17. ‘The injection of these products during the 
period of expulsion has little effect; their adminis- 
tration in obstetrical cases is not only unnecessary 
but injurious. 

18. Opium derivatives do not relieve labor pains 
without changing the uterine dynamic, diminishing 
the number and intensity of the contractions. 
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19. Parturient women subjected to such analgesics 
suffer more or less from symptoms of morphine in- 
toxication. 

20. Compounds with morphine as a base may in- 
toxicate a parturient woman without decreasing 
labor pains. 

21. Generally speaking, the periods of dilatation 
and expulsion are prolonged in analgesized partu- 
rients. 

22. The duration of labor is approximately nine- 
teen hours for multipare, and twenty-four hours 
for primipare. 

23. Artificial rupture of the membranes must very 
frequently be performed in analgesized women. 

24. Analgesics increase the necessity for obstetrical 
intervention. 

25. Opium derivatives, used as analgesics in par- 
turition, intoxicate the foetus in about 38.5 per cent 
of cases. 

26. The administration of morphine compounds 
to a parturient woman may cause the death of the 
foetus. 

27. Chloroform by the drop method may be used 
as a harmless analgesic, and should be used in pref- 
erence to all other anodynes. 

28. The administration of chloroform in surgical 
doses produces serious disorders in the uterine dy- 
namics. Raout L. Vioran. 


Olivelia, R., and Arteaga, I. F.: Parto-Analgesia 
(La partonalgia). Rev. méd. de Sevilla, 1916, Ixvi, 
199. 

In 7 reported cases the author has used the prepa- 
ration recommended and used by Cantén of Buenos 
Aires as a parto-analgesic. ‘This preparation is com- 
posed of: 

Chlorhydrate of morphine....... 4 centigrams 

Hypophysis extract (fresh gland).10 centigrams 

Steve VERICIC. 1 cubic centimeter 

The author found that in all cases pain was 
diminished notably, and in fact was not appreciable 
except at the passage of the head; that the contrac- 
tions persist; that the parto-analgesic produces 
marked somnolence; that the digestive, circulatory, 
respiratory, and urinary apparatus were not affected; 
’ that post-partum vomiting occurred in only one 
case; that involution was normal; that the child 
in only one case was born apnovic, and in this case 
recourse was had to artificial respiration; that the 
infants during the first twenty-four hours were 
stupefied and dull and required watching. 

W. A. BRENNAN. 


PUERPERIUM AND ITS COMPLICATIONS 


DeLee, J. B.: Puerperal Infection. Chicago M. 


Recorder, 1916, xxxviii, 314. 


The statistics of 1914 show that 3,500 women died 
in the United States from puerperal infection; that 
is, 10 women per day died in the United States from 
puerperal infection during that year. ‘This is the 


reported number from the 66 per cent of the reg- 
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istered population of the United States, which means 
that the deaths are reported and are received at 
the Census Bureau at Washington. In addition to 
those dying from puerperal infection, there are a 
large number of women who die under an entirely 
different diagnosis. 

It is generally considered that puerperal infection 
is due to an infection of the parturient canal by 
germs, and probably that istrue. It is believed that 
the streptococcus causes most of these infections. 
Probably that is true, too, but other germs likewise 
cause puerperal infection, such as the staphylococcus 
(three kinds), the gas bacillus in rare cases, and, in 
rare instances, the diphtheria bacillus. How these 
infections get in, however, and why one woman is 
infected by a bacterium that leaves another woman 
intact, we do not know. 

One factor that has a great deal to do with the 
incidence of infection is the epidemic influence. At 
certain seasons of the year the bacteria that are 
ordinarily present in the room and in the dust and 
air acquire the highest degree of virulence. 

The conduct of labor has as much to do with the 
prevention of infection as the asepsis of labor. ‘To 
put it in a nutshell: the asepsis of the labor, the 
sterilization of gloves and hands and all implements, 
the headpiece, the mouthpiece that go with the 
proper aseptic conduct of labor are not all there is to 
be done in the prevention of puerperal infection. 
To this must be added the proper conduct of labor. 

Classifying all cases of puerperal infection at the 
start, because that is the time when local treatment, 
if it does any good at all, should be instituted, we 
can make the sweeping declaration that the local 
treatment of puerperal infection has seen its day. 
There is still a rather marked difference on one point 
regarding local treatment. There are those who 
believe that if the physician is convinced there is 
decomposing material, particularly placental, in the 
uterus, it should be removed at once. If a woman 
has an undoubted puerperal infection and has a 
piece of placenta in the uterus, the greatest danger 
she runs is the danger of hemorrhage, and it has 
been the author’s practice wherever haemorrhage 
did not exist to leave the piece of placenta in the 
uterus until the protective barrier which Nature 
throws up against the advancement of the infection 
has been thoroughly established and enables the 
uterus to be invaded without the danger of spread- 
ing the infection. However, if haemorrhage inter- 
feres with this expectant treatment, something has 
to be done and there is the choice of two rem- 
edies: one, tamponing the uterus and stopping 
hemorrhage that way, hoping when the tampon is 
removed that the piece of placenta will come with 
it, and the other is immediate manual, digital, 
rarely instrumental, removal of the piece of placenta. 
That such a course of treatment is successful and is 
not dangerous has been proven time and again and 
has been proven by the respectable minority of men 
who believe in that form of treatment. ‘The pro- 
tective wall of granulation should not be disturbed. 
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If a piece of placenta in the uterus is infected and is 
causing puerperal infection, by the time the woman 
has had the first chill the bacteria are far beyond the 
uterine wall. They have gone into the blood, into 
the connective tissue, if they are going at all. 

If a woman has a hemolytic streptococcus in the 
uterus, whatever is done to the uterus helps very 
little because the infection has gone beyond the 
reach of anything that can be done locally. If she 
has not a streptococcus hemolyticus infection, it 
makes little difference what is done, because the 
infection is superficial and in the course of time will 
be cast off by itself; but one should avoid doing any- 
thing which would convert a non-virulent invasive 
organism into a virulent and invasive one. The 
question is asked: ‘Would not a piece of placenta 
decomposing in the uterus in itself conduce to the 
development of invasive qualities of a hitherto non- 
invasive and harmless organism.” ‘This question? 
has been answered ‘‘ Yes” and “‘No.” It has been 
said that the streptococcus living as a parasite is 
harmless in the genital tract, but given enough 
placental tissue and blood to feed on, it will develop 
invasive qualities, and by removing the pabulum 
the streptococcus will not develop these qualities. 
This has not been proven by experience. It has 
been shown time and again that if a wound that is 
granulating nicely, in which Nature is throwing off 
infection in a successful way, is opened and the 
granulations broken down, a veritable inoculation 
of the woman with bacteria is produced. 

The other methods of treatment, vaginal douches, 
while not very harmful, are not entirely harmless; 
they do no good and had better not be given. 
Brushing the uterus with tincture of iodine the 
author discontinued long ago; but one form of local 
treatment he still insists on and that is the removal of 
perineal and cervical stitches. He believes in 
providing free drainage. If there is plenty of room 
for the secretions to get out, then there is a greater 
chance of overcoming the infection. Outside of the 
removal of the stitches the author uses no local 
treatment. 

In the general treatment, he still uses antistrep- 
tococcus serum. If a patient comes down with a 
chill, high temperature, prostration, and presents 
the symptoms of streptococcic infection, he gives 
200 ccm. of the serum. If she does not make a 
marked improvement, he discontinues the treat- 
ment. The author has not seen any complications 
aside from pains in the joints and urticarial eruptions. 

DeLee uses very few vaccines because he has seen 
no benefit from them. Neither has he seen much, 
if any, beneficial effect from collargol and electrargol. 
Normal salt solution is a good adjuvant, but he has 
not had the wonderful results from it that his col- 
leagues report. 

The author’s advice is: ‘‘Do not be in a hurry to 
open a pelvic abscess. Of course, that does not 


mean you will sit by and let it break into the bowel 
or the general peritoneal cavity, or break out on the 
Do not be in a hurry to take out a pus tube 


skin. 
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after puerperal infection.” He has never taken out 
the uterus for puerperal infection, and he notes that 
there is great conservatism manifested in the op- 
eration of removal of the uterus. 

In the prevention of puerperal infection, he lays 
particular stress on the method of conducting labors 
in the hospital; also the chances of infection being 
spread after sterile supplies are exposed to the air. 

Epwarp L. CorneELL. 


eee rg C. A.: A Case of Phlebitis Migrans. J. 
m. M. Ass., 1916, Ixvi, 1777. 


A cca woman of 26 was in her fourth preg- 
nancy in five years. The first two babies had died 
of marasmus; the third was living and well. 

The labor progressed without incident and a 7.25 
pound baby was born at the end of the twelfth 
hour by normal mechanism. No laceration of the 
perineum occurred. The placenta came away after 
ten contractions. The uterus was atonic and in 
spite of ergot and massage there was rather more 
than the average amount of bleeding, but the pulse 
did not go above go. 

The temperature remained between 99 and 100.2° 
for the first ten days of an otherwise uneventful 
convalescence. On the eleventh day the patient 
had a drenching night sweat and there was a sharp 
rise of temperature to 104°, pulse 110. The breasts 
were normal, the fundus well down and not tender. 
The white count was 17,000, hemoglobin 60 per 
cent. ‘There was marked tenderness and some in- 
duration over the course of the right saphenous vein, 
and the leg soon became swollen and oedematous. 
Treatment consisted in elevation, use of the ice 
bath, absolute rest, etc. After three days there was 
a marked drop in temperature and pulse, and, al- 
though the tenderness and swelling extended pro- 
gressively down to the foot, there was a gradual but 
steady improvement until the beginning of the 
fourth week. At this time the temperature again 
rose sharply to 104.5°, pulse 135, and marked ten- 
derness, induration, and swelling developed in the 
right thigh. The patient was nauseated a great 
deal during the next two weeks, vomited at inter- 
vals, and complained of pain in the epigastrium 
much aggravated by food. The pulse remained at 
about 130, became weak and irregular, and there was 
increasing prostration in spite of the fact that the 
swelling and tenderness in the legs all but disap- 
peared. 

During the sixth week of illness these symptoms 
recurred first in the left and then in the right leg, 
with pain in both legs and feet, which became so 
severe as to prevent sleep, except after morphine. 
There followed, however, a period of general im- 
provement, during which the patient was again able 
to take food, and for several days the pulse and tem- 
perature remained at about normal. During the 
eighth week induration, tenderness, and swelling 
appeared progressively over the left side of the neck, 
axilla, arm, and left chest. There was also in- 
creased swelling in the left flank and lower abdom- 
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inal wall, which was spastic and very tender to pal- 
pation. The swelling in both legs increased and 
pain in the legs and feet became so severe as again 
to require the administration of morphine. The 
temperature was from 102 to 103°, the pulse from 
130 to 140 and at times almost impalpable. Dur- 
ing this recrudescence, which lasted about two weeks, 
gangrene developed over the anterior aspect of both 
feet, which resulted finally in the separation of the 
whole thickness of the skin and partial sloughing of 
the tendon-sheaths. 

After another interval of improvement, there was 
a fourth relapse, during which the right side of the 
neck, the right axilla and arm became involved, and 
then successively the occiput, whole scalp, and face. 
During the height of this attack, sharp pain devel- 
oped in the chest, aggravated by deep respiration, 
but no friction rub or other signs were elicited. 
There were nausea and vomiting lasting several 
days. The voice became husky and the patient 
complained of severe headache and pain in all af- 
fected parts, but most marked in the feet. The 
symptoms abated toward the end of the tenth week 
for a period of about twelve days. This was followed 
by the sixth and last relapse, characterized by abrupt 
rise of temperature from normal to 102°; the pulse 
was accelerated from 120 to 140 and again became 
irregular and at times almost impalpable. At the 
beginning of this attack there was a good deal of 
vomiting and violent headaches. The swelling in the 
neck and scalp, which had begun to subside, also 
increased. After four days the patient became very 
drowsy, suffered lapses in memory, and finally be- 
came partially irrational for several days. Oph- 
thalmoscopic examination: papillitis of both optic 
nerves; outline of both disks entirely lost; vision 
almost normal, but with duplication of objects. 

The patient was discharged in the nineteenth 
week in good general condition. Nine months after 
the onset of the illness there was no swelling or 
disability, the patient was in excellent health and of 
maximum weight, and was able to play golf and 
tennis. She was admitted two months after this 
time and an appendectomy done for subacute ap- 
pendicitis. Epwarp L. CorneLt. 


MISCELLANEOUS 
Commiskey, L. J. J.: Routine Wassermann Re- 


action in Hospital Obstetrics. Am. J. Obst., 
N. Y., 1916, Ixxiii, 676. 


This report is based on the routine Wassermann 
tests in 1,822 mothers and 1,074 newborn infants, 
the larger number of mothers being due to the fact 
that the women were subjected to the test eleven 
months earlier than the infants as a routine and also 
that some mothers left the institution undelivered. 
Of the mothers tested 145, or 8 per cent, were 
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positive; 26, or 1.4 per cent, were doubtful; and 11 
negatives, or 0.6 per cent, had infants whose reac- 
tions were positive or doubtful. Only 26, or 18 per 
cent, of these women with positive reports gave any 
history or showed any signs of syphilis, leaving 1109, 
or 82 per cent, with positive reports, who showed 
neither clinical evidence nor gave a history of the 
disease. From this it can be seen that many cases 
would have escaped diagnosis but for the routine 
Wassermann reaction. The conclusions are as 
follows: 

1. The routine Wassermann reaction is the ideal 
method for the detection of syphilis in the pregnant 
woman, or as near the ideal as our present knowledge 
will permit. 

2. From this comparatively small number of 
cases it would seem that syphilis has but a slight 
influence on the length of gestation, but does seem 
to produce a much higher percentage of stillborn 
infants. 

3. That the use of the blood or serum from the 
umbilical cord, for the treatment of others, is unwise 
and dangerous, without the Wassermann being done 
upon both the foetal and maternal bloods. 

4. That the death-rate among children of Was- 
sermann positive mothers is four times greater 
during the first ten days of life than in the case of 
children where both mother and child are negative. 

C. H. Davis. 


Iyer, H. N.: A Case of Siamese Twins. /ndian 
M.Gaz., 1916, li, 237. 


The author reports a case of a woman, aged 26, 
VI-para, who had been in labor for three days. Upon 
his arrival he found a foetal head and left forearm 
delivered. These had been exposed for six hours. 
On vaginal examination a second head, with its face 
turned toward that of the delivered one, was found. 
Attempts to push this head into the uterus failed. 
With some difficulty forceps were applied to the 
undelivered head with gratifying results. A com- 
mon placenta was delivered shortly. 

The twins were found to be attached by the rib 
cartilage. They were lying on their sides facing 
each other and the left hand of one was between the 
heads. The heads were distinct and all facial or- 
gans well formed. There were four hands, four legs, 
two separate vertebral columns, and a common 
abdomen covered only by peritoneum. There were 
two separate pelvic bones and male organs. A 
single cord passed under the peritoneal covering 
of the abdomen. The small and large intestines 
were found occupying both portions of the abdomi- 
nal cavity. There was a single liver and spleen. 
There were two pairs of kidneys, a single heart, 
two lungs, and a common diaphragm. A case of 
“Siamese twins’’— both stillbirths. 

Epwarp L, CorNneELL. 
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ADRENAL, KIDNEY, AND URETER 


DeVilla, S.: A Case of Malignant Tumor of the 
Right Kidney in a Child of Four Years (Sopra 
un caso di tumore maligno del rene destro in un 
bambino di 4 anni). Riv. di clin. pediat., 1916, xiv, 
169. 


Malignant tumors of the kidney while not fre- 
quent are fairly familiar in pediatric literature. 
During the past 22 years in the pediatric clinic of 
the University of Rome, 14 such cases have been 
observed. 

The first impression given by the case reported by 
DeVilla in a girl of 4 years was that of an echino- 
coccus cyst of the liver. The differential signs, how- 
ever, ruled this out as well as other possible tumors, 
and the ultimate diagnosis of tumor of the right 
kidney was arrived at and intervention decided 
upon. 

Under chloroform an incision was made in the 
cecal region and the cecal peritoneum opened up. 
On clearing away the pericecal tissues and adhesions 
the tumor was found. The adhesions were be- 
tween the anterior face of the tumor, the abdominal 
walls, and the colon. Luxating the tumor through 
the wound it was found to be attached to the right 
kidney by a pedicle. With its appendages the 
tumor weighed nearly 800 grams. 

Histological examination showed that the tumor 
consisted wholly of sarcomatous, partly myxoma- 
tous neoform tissue, except at its inferior pole, 
where there was a zone of integral renal substance. 
In the lower pole was also found a urinary cyst and 
some small hemorrhagic cysts. The tumor was 
composed mainly of fibrous fascia and young 
fibroblasts. ‘This is the usual finding in histologic 
examination of malignant tumors of the kidney in 
children. 

The subsequent operative history of the child 
shows that except for a bronchopneumonia there 
were no complications and five months later there 
was no evidence of recurrence. 

The author gives a summary of the previous 
cases which are recorded in the clinic. ‘The general 
mortality of non-operated cases is 100 per cent. 
In the operated cases the operative deaths averaged 
40 per cent; deaths by recurrence after operation, 
45 per cent; definite recoveries, 7 per cent. 

W. A. BRENNAN. 


Fraser, A.: The Origin of Hypernephroma of the 
Kidney. Surg. Gynec. & Obst., 1916, xxii, 645. 


Of 34 so-called hypernephromata studied by the au- 
thor one was almost undoubtedly a neoplasm originat- 
ing in an accessory nest of cortical adrenal cells, and 


the patient, who was a woman, aged 28, was 6 feet 
in height, of excellently developed musculature, the 
hair on the head, the chest, arms, and legs was thick, 
coarse and abundant and there was a distinct mous- 
tache. The mammeze were undeveloped and the 
chest was of the male type. 

In 32 of Fraser’s cases of so-called hypernephro- 
mata the morphological evidence indicated that the 
tumors were derived fron the tubules of renal adeno- 
mata and had no histogenetic connection with the 
adrenal cortex. For this reason he suggests that 
the term hypernephroma be used only to include 
tumors which are undoubtedly of cortical adrenal 
origin, and that the term neophramata be applied 
to that large group of renal tumors to which the desig- 
nation of hypernephroma is now given. In support 
of this contention he points out that the primary 
structure of adrenal tumors is essentially different 
from that of tumors of renal origin, that the primary 
structure of adrenal tumors never imitates that of 
renal tumors, but that the primary structure of cer- 
tain renal adenomata can, at an early stage, through 
proliferation, imitate the primary structure or tu- 
mors of renal origin. Both tumors of renal and of 
adrenal origin are capable of undergoing secondary 
degenerative and malignant changes, rendering their 
histological features almost identical. 


Krieg, A.: Abscess of the Kidney Cortex and Its 

Relation to Paranephritic Suppuration (Ueber 

' den abszess der Nierenrinde und seine Beziehung 

zur paranephritischen Eiterung). Beitr. 2. klin. 
Chir., 1916, xcix, 144. 

The patient in the case reported by Krieg was a 
girl of 25. The history showed influenza and fre- 
quent neck inflammation. The present disease 
began suddenly with pains in the right lower ab- 
dominal segment, high fever, tendency to vomit, 
etc. Appendicitis was diagnosed and a laparotomy 
done. ‘The appendix was found to be normal. On 
the under pole of the right kidney a cherry-sized 
tough growth was felt. On freeing the kidney this 
was found to be a cortical abscess. About 20 
abscesses from the size of a pin to that of a pea 
were found scattered on the surface of the kidney. 
The kidney was extirpated and recovery has per- 
sisted for the two years since the operation. 

The author thinks that the observations are of 
importance with regard to unilateral kidney ab- 
scesses, in that the case throws light on the method of 
development of such abscesses. Itself of hamatoge- 
nous origin, the cortical abscess had directly attacked 
the fibrous capsule and involved the neighboring 
tissue. By this means the way was opened to the 
fatty capsule and it is seen that the developed 
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paranephritic abscess condition had its origin in 
the cortical abscess. W. A. BRENNAN. 


Wilk: Surgical Treatment of Nephritis (Chirur- 
gische Behandlung der Nierenentzuendung). Muen- 
chen med. Wchnschr., 1916, \xiii, 76. 


Wilk reports on four cases of nephritis occurring 
in wounded soldiers in which medical treatment 
was of no avail, but in which surgical intervention 
gave excellent results. 

In each of the four cases decapsulation of one 
kidney was done under local anesthetic supplement- 
ed by etherization during isolation of the kidney. 
After operation the renal activity became energetic 
in all four cases. 

In these cases the author thinks it is not so much 
a question of anatomopathologic alteration in the 
kidney but rather a functional disturbance, a com- 
promising and diminution of the renal activity due 
to tightening and compression by adipose and con- 
nective tissue which envelops it and which has 
passed into the cicatricial state after inflamma- 
tion. 

Decapsulation is clearly indicated in such cases 
and if this procedure in the case of one kidney does 
not suffice to effect functional activity then the 
second kidney should be operated upon. 

W. A. BRENNAN. 


Kretschmer, H. L., and Gaarde, F. W.: The Treat- 
ment of Chronic Colon Bacillus Pyelitis 
by Pelvic Lavage. J. Am. M. Ass., 1916, \xvi, 
2052. 


The authors refer to the always open question 
as to the possible dividing line between pyelitis and 
pyonephrosis, with abscess formation in the paren- 
chyma. General treatment is not discussed, only 
the results from lavage. The group treated in- 
cludes suitable cases only, calculus, tuberculosis, etc., 
being excluded. Necessary conditions for the 
treatment were: (1) The urine had to be free from 
pus. (2) Cultures obtained by ureteral catheter 
had to be sterile. 

As a rule the growth of the colon bacillus was easy 
to obtain on plain agar, although various combina- 
tions were used. In certain of the women treated 
it was necessary to treat the bladder long after the 
kidney had cleared up, thus emphasizing Bauer- 
eisen’s teaching as to the lymphatic channels. All 
foci elsewhere should receive attention. One per 
cent silver nitrate was the main agent depended on, 
an average of 5 to ro ccm. being used. The treat- 
ment was resorted to every five or six days. Vari- 
ous symptomatic treatments as well as vaccines were 
resorted to. Of 14 cases so treated, bacteriologic 
cures were obtained in 11 instances. From one to 
eight injections were required. The authors be- 
lieve that this treatment is more certain and speedy 
than any other advised and that failure signifies 
some such complicating factors as stone or tuber- 
culosis. F. R. 
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Gilpatrick, R. H.: Nephropexy. Boston M. & S. 
J., 1916, clxxiv, 825. 

The author presents a critical review of the most 
common operative procedures for permanent neph- 
rofixation, most of which, because resulting in 
functional renal deterioration, should be discarded. 
Nephropexy as a curative agent in many obscure 
cases has resulted in failure, because too much was 
expected from an operation which does not and can- 
not relieve a disease process or new-growth, but a 
purely mechanical defect. This must be accom- 
plished without deterioration of organ or function, 
and success depends upon strict adherence to prin- 
ciples of physiology, to which the sling, basket, and 
hammock operations, which constrict the kidney, 
are fundamentally opposed. 

The author’s procedure is as follows: 

After freeing and delivering the kidney through 
the usual large incision at the lower border of the 
last rib, the fibrous capsule is incised from one pole 
to the other along the convexity, and entirely freed 
from the posterior surface of the organ. The poste- 
rior flap of the capsule is then turned back and three 
or four sutures passed through it, each by an en- 
circling stitch, so as to firmly grasp a generous 
amount of capsule. By drawing upon these sutures, 
the capsule flap is rolled backward leaving the en- 
tire posterior kidney surface bare. Three or four 
sutures are similarly passed in the edge of loosened 
capsule over the convexity. The kidney is then 
replaced and the sutures brought out through the 
muscle and fascia and tied on each side of the wound, 
while the uppermost sutures are brought out 
close to the rib. When all sutures are tied, the 
posterior surface of the kidney is accurately approx- 
imated to the aponeurotic covering of the quadratus 
lumborum and the area of agglutination, to be relied 
upon for support, must average at least four square 
inches. The muscular edges, the fatty layer, and 
the skin are sutured without drainage. Stress is 
laid upon keeping the wound dry throughout the 
operation, and avoiding injuring or including nerves 
in the supporting sutures. 

Ten cases have been operated upon according to 
this technique without consecutive kidney-embar- 
rassment. The average stay in the hospital was 17 
days. All wounds healed by first intention. All 
patients reported freedom from symptoms present 
before operation. 

The author gffers the following noteworthy con- 
clusions: 

1. A mechanical problem is best solved under 
good mechanical principles. 

2. Success is dependent upon the degree to which 
normal anatomical and physiological conditions are 
approached. 

3. The kidney may not be wounded, fixed, or 
constricted with impunity. 

4. Decapsulation, either partial ‘or complete, 
does not impair kidney function. 

5. The most rational method of securing the 
kidney in position after it has become a wanderer 
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to such a degree as to demand operation is that of 
removing the cause and aiding in the reconstruction 
of a natural support. 

6. Any permanent artificial support is dangerous 
if not completely destructive to the kidney’s func- 
tional activity. 


7. The rolled-up and transfixed capsular flap 


offers a perfectly adequate hold for one end of the 
anchorage, and the muscular and fascial layers of 
the loin the same for the other end, without sutures 
which emerge through the skin. 

8. If the anatomical relations of the kidney can- 
not be permanently readjusted without destruction 
of its functional activity it should be either let alone 
or removed. M. KroroszyNer. 


Pedersen, V. C.: A Seven-Glass Urinary Test. 
N. ¥. M.J., 1916, ciii, 867. 

The necessity of a clinical means of recognizing 
prostatic disease apart from seminal vesicular dis- 
ease and of vesicular disease of one side apart from 
that of the opposite side, and likewise of the pros- 
tate, induced Pedersen to evolve the procedure 
described. He does not claim that it is absolutely 
accurate but says that it will furnish the clinical 
basis of operation very satisfactorily by demonstrat- 
ing whether the pus is chiefly or solely in the pros- 
tate as distinguished from the vesicles or vice versa, 
or in one vesicle independently of its fellow or of the 
prostate gland. 

The author dwells upon the anatomy of the organs 
in question, and shows with the aid of illustrations 
how this test can be logically carried out. He per- 
forms this test by two methods, the one-stage and 
the two-stage. The patient’s bladder should 
be reasonably full of urine, or should be filled at the 
time with normal salt solution. For each speci- 
men 100 to 150 ccm. of urine are necessary. 

1. In the one-stage method Glass 1 is obtained by 
irrigating the anterior urethra as far back as the 
cut-off muscle before urination. The wash water 
will show the amount of involvement of this portion 
of the urethra. 

2. Glass 2, which he calls the anterior urethral 
control glass, is obtained in the same manner and 
its contents are from the same source. While 
obtaining Glass 2 it is advisable to massage the 
urethra upon the catheter in order to express the 
contents of any infected urethral follicles. 

3. Glass 3 is obtained by having the patient pass 
about 150 ccm. of bladder urine. If the bladder is 
normal this glass will contain almost solely the con- 
tents of the posterior urethra, whose nature will be 
shown by the microscope, as the products of posterior 
urethritis in uncomplicated cases, or of this lesion 
combined with drainage product from the prostate 
and vesicles in complicated cases. 

4. Glass 4, obtained by cautious catheterization 
with a different catheter from that used in the ir- 
rigation of the anterior urethra, will show with 
a microscope that there is no pyuria, or that if 
present, its origin is either vesical or renal. 
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5. Glass 5 is called the prostatic glass, to obtain 
which there must be considerable urine left in the 
bladder, or that organ must be distended with nor- 
mal salt solution. The prostate is then massaged 
solely along the lateral borders of the lateral lobes 
where they form a distinct sulcus for the finger in 
the rectum, between the prostate mesially and the 
fascia of the pelvis outside it. Great care must be 
taken to avoid the middle of the prostate along the 
urethra where the course of the ejaculatory duct 
lies. After this massage the patient passes 150 
ccm. of bladder contents and this presents prostatic 
secretion, normal or pathological, for examina- 
tion. 

6. Glass 6 is the first seminal vesicle glass, 
designated in accordance with the side from which 
it wastaken. ‘The author prefers to elect the vesicle 
which seems to be the least diseased, on the ground 
that its contents may be far more normal, and he 
always begins with the normal vesicle if its fellow 
seems solitary in involvement. After massage of 
this organ, the patient must evacuate another 
150 ccm., which will contain so purely the products 
of the massaged vesicle as to make the specimen of 
great clinical value. 

7. Glass 7, or the second seminal vesicular glass, 
is obtained in a similar manner, by massage of the 
remaining seminal vesicle. In sterility the seven- 
glass test carried out in the usual manner will 
show whether or not both testicles are involved and 
whether or not there is atrophy of the two seminal 
vesicles. 

The two-stage method consists in carrying the 
examination through Glass 6 in the ordinary way 
just described, and then postponing Glass 7 until a 
subsequent visit. The vesicle which at the first 
sitting was not massaged is now evacuated and the 
patient empties his bladder into one or two glasses, 
according to the call for a control specimen. This 
detail is extremely valuable where tuberculosis is 
suspected, and the contents of one vesicle must be 
carefully separated from those of its fellow. 

The author illustrates the value of the seven-glass 
test, with a chart of specimens obtained from nu- 
merous cases, and he also gives several case 
reports. 

In conclusion, Pedersen says that this test is not 
infallible and no such claim is made; but no test 
possesses the quality of infallibility. It is not self- 
sufficient and the author does not so state; but few 
tests are really self-sufficient, not even the X-ray 
which commonly requires corroboration or is itself 
only corroborative. The seven-glass test requires, 
first of all, digital skill in massage, as such, and then 
with the parts of the prostate and seminal vesicles 
which are to be reached and with those parts of 
the same organs which are to be avoided during 
the massage which this test delimits. It will be 


well for the beginner to study many patients per- 
severingly before being satisfied with his own skill 
in the manipulation, and therefore convinced of his 
J. D. Barney. 


own deductions from the test. 
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Cameron, D. F.: Variations in Renal Function 
Dependent on Surgical Procedures. J. Am. 
M. Ass., 1916, lxvi, 1765. 

Cameron’s work shows that in surgical diseases 
of the urinary tract the phenolsulphonephthalein 
test and the blood-urea test are practically parallel 
although there is one type of case in which the 
phenolsulphonephthalein excretion is diminished but 
the blood urea is normal. He also shows that the 
relief of any type of urinary obstruction increases 
markedly the percentage of phenolsulphonephthalein 
excretion accompanied by a drop in the blood urea. 
The most interesting portion of the article is the 
result of the determinations of blood urea after 
operation with nitrous-oxide-oxygen anesthesia 
with rebreathing. These patients all showed an in- 
crease of the blood urea, some of them quite high. 
After operations under ether anesthesia the increase 
in the blood urea, if any, was much less, hence this 
small series of cases would fail to support the 
contention that nitrous-oxide-oxygen-ether an- 
wsthesia has a less deleterious effect on renal effi- 
ciency than has a pure ether anesthesia. 

The author summarizes his results as follows: 

The agreement between phenolsulphonephthalein 
and blood-urea tests is, as a rule, very striking, 
though not infrequently a low phenolsulphone- 
phthalein excretion is associated with a normal or only 
moderately increased blood-urea concentration. 

These tests are of great importance in selecting 
the most opportune time for operation so far as 
renal function is concerned. 

Following an operation under a general anzs- 
thetic there is, as a rule, an increase in blood-urea 
concentration. This increase is most marked after 
operations on the urinary tract and especially on 
patients who already have diminished renal function. 
In a small series of cases this increase was slightly 
more marked following operations under gas- 
oxygen-ether anesthesia than following similar 
operations under ether. 

Blood-urea determinations are of great value in 
the diagnosis and prognosis of uremic states. Not 
infrequently blood-urea concentration can be 
determined when other renal function tests are very 
difficult or impossible to use. 

In this investigation definite symptoms of uremia 


in uncomplicated cases appeared when the blood- . 


urea concentration reached 180 to 200. 

There is a definite group of patients who have a 
low phenolsulponephthalein excretion but a normal 
or approximately normal blood-urea concentration. 
Many members of this group withstand a general 
anesthetic without any complications due to renal 
insufficiency. V. D. LesprnassE. 


Pedersen, V. C.: The Diagnosis of Ureteral Calculus. 
N.Y. M. J. 1916, cii, 1069. 


This method is not intended as a modification for 
or as asubstitute of that described by Burton Harris, 
but rather as an application of it to the Brown- 
Buerger cystoscope. The method of preparing the 


410 


wax tip itself and the compound of wax are the same 
as those detailed by Harris, likewise the technique of 
passing the wax-tipped filiform into and coiling it 
within the bladder full of urine or of boric acid 
water artificially introduced. The sheath of the 
Brown-Buerger instrument has a very wide fenes- 
trum, which when passed along the filiform guide in 
the uretha chafes and even causes smart hemorrhage 
from the deep uretha in many cases. In order to 
avoid this the author has devised an obturator hav- 
ing a wide slot at the vesical end and at the handle of 
the sheath through which the filiform guide is 
threaded. The obturator protects the mucosa and 
permits easy introduction of the instrument with- 
out pain or bleeding. The distending fluid in the 
bladder escapes through the slots of the obturator. 
Then the catheterizing telescope is passed, the dis- 
tention renewed, and the wax tip brought into view 
exactly as Harris describes, rotated completely under 
the eye for demonstration of any scratches and then 
passed into the ureter. The author leaves the fili- 
form against the stone after rubbing it upon it and 
then withdraws the cystoscope and the filiform as 
one instrument. ‘The distance from the eye-piece 
to the wax tip is almost the exact distance of the 
stone from the mouth of the ureter. This method 
will be found direct, simple, and accurate and in 
adapting the Harris method to the Brown-Buerger 
instrument the use of a Nitze instrument is unnec- 
essary, for which instrument Harris originally des- 
cribed his technique. 


BLADDER, URETHRA, AND PENIS 


Legueu, F.: Extraction of Bullets from the Bladder 
by the Natural Route (L’extraction par les 
voies naturelles des balles de la vessie). J. d’urol., 
1916, vi, 505. 

Fragments of shell or shrapnel balls, on account of 
their irregular form and sometimes their large cali- 
ber, must always be removed from the bladder by 
the operative method. 

Rifle bullets on the contrary being smooth and of 
a sufficiently small caliber can be removed through 
the uretha. Legueu has thus removed all such bul- 
lets which he has found and considers it the method 
of choice. 

To carry out this procedure it is necessary that 
the bullet be quite within the bladder, free, movable, 
and have no concretions. Radiography in two dif- 
ferent positions will generally determine some of these 
conditions, but cystoscopy must be relied on; it 
alone shows without error the presence, the situation, 
and the mobility of the bullet, and it alone can show 
all the conditions which it is necessary to know 
before proceeding to extraction. 

Legueu’s procedure is very simple. He uses a 
No. 00 lithotrite which he has adapted for this pur- 
pose, and by touch alone performs the extraction. 
The instrument is introduced into the bladder by 
the uretha in the usual way, just as if a stone were 
to be removed, only that the bullet must be seized 
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either by the point or by the base, and not trans- 
versely. The dimensions of the urethra easily per- 
mit extraction. No anesthetic is necessary unless 
the bladder is extremely sensitive or the patient 
cannot stand the proceeding. W. A. BRENNAN. 


Turner, G. G.: Foreign Bodies in the Bladder 
Resulting from Gunshot Wounds. Lancet, 
Lond., 1916, cxc, 958. 


The author cites three cases of wounded soldiers in 
the present European War, in which the foreign 
body had presumably lodged in the bladder at the 
time of the causality, for in each instance there was 
some urinary trouble from the outset. The lodge- 
ment of a missile in the bladder is an event well 
recognized in all campaigns. In most museums 
there are specimens of calculi in which the nucleus 
is formed by some type of bullet. In the X-ray 
investigation of such cases plates should be made 
with the patient in various positions and with the 
bladder empty and distended. Marked alteration 
in the position of the shadow will then be a guide as 
to the freedom of the foreign body in the viscus. 
A routine cystoscopic examination ought also to be 
carried out, for there may be some non-metallic for- 
eign body in addition to that shown by the X-rays, 
or the foreign body may be entirely non-metallic, and 
a negative X-ray examination is therefore not enough 
to establish the diagnosis. 

It is interesting to observe how the wound in 
the bladder spontaneously closes. Small foreign 
bodies always tend to escape with the urine, but 
those that cannot negotiate the urethra may some- 
times be safely removed in the eye of an evacuating 
catheter. Legueu, using a specially modified litho- 
trite, has removed rifle and machine-gun bullets 
per urethram rapidly and without general anes- 
thesia. For shrapnel bullets, large or ragged 
fragments of shell, or incrusted foreign bodies, 
the author considers the suprapubic route the 
method of choice, and he believes it will certainly 
be the safest in the hands of those without special 
training. H. A. Moore. 


Saviozzi, V.: Treatment of Gunshot Wounds of 
the Bladder (Contributo alla terapia delle ferite 
d’arma da fuoco della vesica). Clin. chir., 1916, 
Xxiv, 324. 

Saviozzi reports two cases of gunshot injuries of 
the bladder treated by suprapubic cystostomy and 
tamponing the bladder opening with favorable re- 
sult. In one of the cases there was found located 
in the bladder a bullet as well as some spicule from 
the fractured innominate bone. 

Gunshot wounds of the bladder are more frequent 
than any other kind of bladder wounds. Bartels 
collected 285 such cases, but it is only very rarely 
that, as in one of these cases, a bony fragment is 
carried into the bladder by the projectile. Bladder 
injuries of this kind are classed either as intra- or 
extraperitoneal. In the intraperitoneal variety the 
prognosis according to most writers is absolutely 
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fatal. Although this prognostic conception seems 
rather exaggerated to the author yet in the statistics 
of 152 cases, collected by Rivington, of intraperi- 
toneal cases there was no recovery, nor was there a 
recovery in any of the cases reported by Bartels. 

Extraperitoneal injuries have, however, a more 
favorable prognosis, but it is difficult to determine 
whether the injury is intra- or extraperitoneal as 
the early symptoms in both are identical. 

Regarding treatment, the prime necessity is to 
arrest hemorrhage and assure the flow of urine. 
Some recommend the sonde d demeure in extraperi- 
toneal injuries, others recommend suture of the 
bladder and a laparotomy in either variety of in- 
jury. 

As to the treatment adopted by the author, i. e., 
cystostomy with tamponade of the bladder (with 
laparotomy also in the first case), he thinks that the 
brilliant results obtained authorize him to strongly 
recommend this procedure because it is rapid, safe, 
and in serious cases can even be carried out under 
local anesthesia. In these cases suture of the 
bladder was technically impossible and in gunshot 
wounds accompanied by a perivesicular hemorrhage 
the difficulties of suturing are such as to favor the 
simpler and equally safe method adopted ‘by him. 

W. A. BRENNAN. 


Davis, E. G.: Vesical Drainage; Historical Review 
and Presentation of a New Apparatus. J. Am. 
M. Ass., 1916, Ixvi, 1680. 


The author reviews the various forms of apparatus 
used for urinary drainage following suprapubic 
cystostomy. The ideal apparatus permits no uri- 
nary leakage from the time of operation until the 


fistula is healed; requires little attention; causes no 


inconvenience to the patient; and is simple and in- 
expensive. 

* The author describes and illustrates the appara- 
tus now used in the James Buchanan Brady Uro- 
logical Institute. Two bottles of 8- and 2-liter 
capacity rest on a stool or on the floor beside the’ 
bed. In the larger one is a vacuum, which is grad- 
ually decreased in strength by a leakage of air 
through a minute capillary glass tube from the small- 
er bottle. Within the smaller bottle the air pres- 
sure is slightly less than one atmosphere, so that by 
virtue of this difference, the urine is drawn out of 
the bladder through a catheter and tube into the 
smaller bottle. As the urine drops into this bottle, 
it replaces the air which has leaked into the vacuum 
of the larger bottle. The capillary tube is placed 
within the vacuum bottle to keep the apparatus as 
compact as possible. 

The air pressure within the urine bottle is regulat- 
ed by a small U-shaped manometer of glass tubing 
with alumen of 5ccm. For the sake of convenience 
and safety this manometer is also placed inside the 
vacuum bottle. In the bend of this tube is a small 
amount of mercury which, if sufficient pressure is 
exerted, will permit air to pass in either direction. 
This furnishes a safety valve which prevents the 
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pressure within the urine bottle from differing from 
the atmospheric pressure by more than 20 mm. of 
mercury, and also prevents the catheter from exert- 
ing more than the gentlest suction within the bladder. 
The care of the apparatus is very simple. The 
urine bottle must be emptied when full, and the 
air in the larger bottle exhausted at least every 
forty-eight hours. W. E. Lower. 


Erkes, F.: Manual Expression of the Bladder in a 
Spinal Injury (Zur manuellen Expression der 
Blase bei Rueckenmarksverletsungen). Muenchen. 
med. Wchnschr., 1916, xliii, 255. 


In the case reported by Erkes there was a pene- 
trating injury by a gunshot which traversed the 
spinal column. The entrance was at the left axil- 
lary line and the outlet a little to the right of the 
spinal apophysis of the tenth dorsal vertebra. 
There was complete loss of sensation and motion 
in both lower limbs as well as bladder and rectal 
paralysis. To avoid catheterization, the author 
practiced manual expression of the bladder through 
the abdominal wall, which by this method is com- 
pletely evacuated. 

Laminectomy was done with extraction of some 
osseous fragments which compressed the dura mater. 
Later in the day the patient suddenly developed 
grave abdominal symptoms and died with symp- 
toms of bladder rupture. At autopsy, an ulcerous 
perforation of the fundus of the bladder was found. 

The author thinks that manual expression of the 
bladder should only be made when there is no evi- 
dence of cystitis or any alterations of the vesical 
walls, but that when this can be assured, the 
method is capable of giving good service in selected 
cases. W. A. BRENNAN. 


Thomas, B. A.: Total Cystectomy One and a Half 
Years After Operation. Ann. Surg., Phila., 1916. 
Ixiii, 754. 

Thomas reports the case of a man of 42, in whom 
he found cystoscopically, as the cause of excruciating 
bladder-symptoms, multiple, variously sized, small 
polypoid tumor formations, completely covering 
the trigonum and vesical neck. Since various con- 
servative operative measures, including punch op- 
erations, fulguration, suprapubic cystotomy with 
cauterization of the entire trigonum and vesical 
orifice, had proved inadequate against the rapidly 
re-forming polypi, bilateral nephrostomy, supple- 
mented by total cystectomy eight months later, was 
performed. A remarkably quick convalescence 
ensued. Four months later, on account of recur- 
rence of pain in the perineum and urethra, sugges- 
tive of involvement of the prostatic urethra, a 
radical perineal extracapsular prostatectomy and 
posterior urethrectomy were performed, supple- 
mented by deep implantation of 50.5 mg. of radium 
in the perineum for 48 hours. 

The renolumbar fistule were fitted with sterling 
silver tubes, connected with rubber tubing to a 
flat receptacle, suspended over the suprapubic 
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region. The patient at present enjoys good health 
and has no difficulty in keeping himself dry. 

The case, according to the author, marks the first 
instance in which Watson’s procedure, suggested 
ten years ago, was successfully accomplished, 
illustrating at the same time the practicability of 
the utilization of a satisfactory renal drainage 
apparatus. M. KroroszyNEr. 


Loumeau: Congenital Stricture of the Urethra 
(Retrécissement congénital de luretre). J. de méd. 
de Bordeaux, 1916, Ixxxvii, 134. 


Loumeau reports the details of three additional 
personal cases of congenital stricture of the uretha. 
This brings the total number of cases of this con- 
dition, which has been considered rare, reported 
personally by Loumeau within the last few years, to 
twenty. W. A. BRENNAN. 


Shoemaker, G. E.: Primary Carcinoma of the 
Urethra, Retention of Urine from Obstruction, 
Restoration of Function by Radium. Surz., 
Gynec. & Obst., 1916, xxii, 730. 

The urethra has been called the “rarest location” 
for primary carcinoma. Most cases are merely ex- 
tensions. In 1908 McMurtry could find only 26 
recorded cases. Sielman reports a case relieved by 
X-ray. Legueu and Chéron of Paris arrested the 
destructive process for two and a half years with 
radium. 

In the author’s case, a multipara of 50 years ap- 
plied because of complete urinary retention from 
urethral obstruction. There was no bleeding, no 
ulceration, and notumor. The urethra felt through 
the vagina like a hard, fixed, pencil-sized ridge ex- 
tending from the retracted meatus backward nearly 
to the base of the bladder. The edges of the meatus 
were hard, irregular, nodular, and ridgelike, with but 
little enlargement or surrounding infiltration. As 
incontinence would have followed surgical removal, 
radium was applied by the author in collaboration 
with Newcomet, while bladder paralysis and 
cystitis from enormous distention were treated. 
After nine interurethral applications, three hours 
each, the patient was able to urinate normally. 
The urethra was still cordlike. Microscopical diag- 
nosis: squamous-celled carcinoma. Wassermann 
test for syphilis was negative. 


Rochet: Total Ischiopubic Disconnection of Deep 
Perineal Fascia in Order to Reach the Deep 
Urethra and Exteriorize the Prostatovesical 
Region (Désinsertion ischio-pubiénne totale de 
Vaponévrose périnéale moyenne, pour mobiliser 
Vurétre profound et exterioriser la region prostato- 
vésicale). Lyon chir., 1916, xiii, 17. 

Rochet refers to the varying procedures which 
surgeons have resorted to in order to find a relatively 
easy mode of access by the perineal route to the deep 
male genito-urinary organs. Young’s perineal oper- 
ation, Boeckel’s anorectal operation, and Fiolle’s 
coccyperineal route as well as others are reviewed. 
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The author, however, finds all these methods 

limited and in seeking a method for reaching the 
deep perineal organs and bringing them completely 
out of the excavation has realized it by a massive 
mobilization of the whole deep perineum by lateral 
disconnection of the deep perineal fascia and its 
complete peripheric detachment from all the osseous 
ischiosubpubic triangle. 
. The operation is done in four stages. In the 
first, the penis and scrotum being tightly drawn up, 
a reversed V-perineal incision is made. The 
summit of the V corresponds to the subpubian angle 
and the sides of the V follow the ischiopubic branches. 
This is practically Young’s incision. 

The second stage consists in the stripping of the 
deep urethra from the rectum as in an ordinary pros- 
tatectomy, penetration into the recto-urethral 
triangle, section of the recto-urethral muscle, and 
separation of the anterior face of the rectum from the 
posterior face of the prostate. 

In the third stage the membrancous urethra is cut 
through immediately behind the bulb, immediately 
before the deep perineal fascia. ‘The anterior end 
of the urethra is slightly loosened up including the 
bulb and drawn away so as not to mask the field of 
operation. 

The fourth part of the operation consists in an 
attack on the lateral attachments of the deep perineal 
fascia and on the deep perineum as far as the inter- 
nal edge of ischium. This part of the procedure 
gives complete access and freedom of action on the 
prostate and lower portion of the bladder. 

The author has carried out this operation in 
two cases of cancer of the prostate and he thinks the 
operation is indicated in cases requiring extirpation 
of the cancerous prostate, also when the lower 
part of the bladder is attacked by localized neo- 
plasms. The high route of approach in such cases is 
difficult and the field is far from the reach of the 
finger and instruments. W. A. BRENNAN. 


Thomas, B. A., Siter, E. H., and Randall, A.: Am- 
putation of Penis for Carcinoma; Conditions 
Four and One-Half Years After Operation. 
Ann. Surg., Phila., 1916, Ixiii, 755. 

The case is reported of a man of 58, who in Octo- 
ber, 1911, had been operated upon for a typical 
carcinoma of the glans penis, involving the urethra, 
with metastasis to the inguinal lymph-glands on 
both sides, and amputation of the penis close to the 
pubic arch. 

Interesting features of the case are: Absence 
of recurrence, although complete extirpation of the 
penis with perineal urethrotomy was not done, and 
good functional result (ability to urinate in standing 
posture). M. KroroszYNeER. 


GENITAL ORGANS 


Gibbon, J. H.: The Treatment of Undescended 
Testicle. Penn. M. J., 1916, xix, 609. 


Because incomplete descent of the testicle is 
usually associated with a patulous condition of the 


.turbances of the testicle. 
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vaginal process, as in twenty-four of the author’s 
twenty-seven cases, the congenital type of inguinal 
hernia, if not already present, is likely to develop. 
The undescended testicle is never as large as the one 
that descends normally but, contrary to the prevail- 
ing belief, it is no more prone to malignant changes. 

An incompletely descended testicle in an infant 
can be drawn much lower down by regular daily 
efforts of an intelligent mother or nurse. The 
Bevan operation can be done at three or four years 
and by careful dissection the testicle almost invari- © 
ably can be placed in the scrotum, but if not it should 
be returned to the abdomen rather than be excised. 

The incision is the same as for hernia operation. 
The vaginal process is opened and divided trans- 
versely just above the testicle; the upper portion 
being treated as a hernial sac, and the lower portion 
is sutured around the testicle as a tunic. This 
lower portion of the sac is carefully separated from 
the surrounding structures and the spermatic cord 
is freely mobilized. This usually permits the 
testicle to be placed in the scrotum without tension, 
but occasionally it may be necessary to ligate and 
divide the spermatic veins and artery. Owing to 
the free anastomosis between the spermatic artery 
and the artery of the vas, ligation of the former does 
not interfere with the circulation in the testicle. 
A pouch is next made in the scrotum by blunt dis- 
section with the finger, and the testicle with its tunic 
is placed therein. Retention sutures are not neces- 
sary except for a purse-string which is loosely tied 
about the opening inthe pouch. The inguinal canal 
is closed over the cord as in the Ferguson operation 
for hernia. In 22 operations there were no deaths, 
no serious infections, and no post-operative dis- 
In all 7 cases recently 
traced the testicle is painless, movable, and in the 
position in which it was placed at operation. 

J. B. Carnet. 


Levy: Treatment of Gunshot Wounds of Testicle 
(Zur Behandlung der Hodenschusse). Muenchen. - 
med. Wchnschr., 1916, \xiii, 253. 

Testicular war wounds like other wounds of war 
are generally infected and with the patient under an 
anesthetic, the wound should be cleaned, washed, 
and treated as an open wound. Infection is carried 
very easily into the serous cavities, but the most 
frequent and most serious complication in this 
class of injury is infection of the vaginal sac. 

Levy cites two cases, one of which was due to a 
mine explosion entailing lesions of both testicles, 
treated with favorable outcome, following the tech- 
nique recommended by Ritter, which consists in 
opening up the wound with a bistoury if necessary, 
followed by lavage of the vaginal tissue, and sutur- 
ing of the serous cavity. W. A. BRENNAN. 


Raymondaud, H.: Paratyphoidal Orchi-Epididy- 
mitis (Orchi-epididymite paratyphoidique). Bull. 

et mém. Soc. méd. d. hép. de Par., 1916, xxxii, 558. 
The author gives the clinical details of a case in 
which there was a total disappearance of the right 
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testicle; a small indurated stump alone remaining 
which appeared rather more epididymal than 
testicular. 

Observations of such cases are still too few to give 
data for a clinical picture. However, in presence 
of the facts that are known, it can be said, contrary 
to the general opinion, that these genital complica- 
tions are far from being rare, and that they are grave 
in general, because they evolve with a tendency to 
suppuration and by destructive action cause tes- 
ticular elimination. W. A. BRENNAN. 


Del Valle, D.: A New Operation for the Treatment 
of Varicocele. Surg., Gynec. & Obst., 1916, xxii, 
734- 


The operations for the treatment of varicocele are 
numerous, but none of them have fulfilled all that 
is required. Del Valle considers the following oper- 
ation simple and the results better than those ob- 
tained by similar procedures. 

1. Make an incision 5 cm. long on the external 
abdominal ring, exposing to view the ring with its 
cord. 

2. Dissect the anterior group of veins, separating 
it from the other elements of the cord. It is not 
necessary to dissect the spermatic artery. In all 
varicoceles it is generally the anterior groups of veins 
forming part of the cord that is affected; besides, 
anatomatically, the anterior group hasa greater num- 
ber of veins and is more important than the pos- 
terior group. 

3. Divide the anterior group into two subgroups, 
anterior and posterior. Place a catgut ligature on 
the posterior subgroup one finger’s breadth above 
the testicle and a silk ligature on the anterior one 
two fingers’ breadth above the former one, holding 
the thread. 

4. Make an incision on the fascia of the external 
oblique, within and parallel to the internal pillar of 
the inguinal canal; introduce a forceps through the 
incision, directing it so as to come out at the orifice 
of the external abdominal ring; seize the ends of the 
silk thread and pull through. ‘Thus the entire an- 
terior group of veins passes through the opening in 
the fascia, and by means of a stitch it is fixed to it 
after ascertaining that the testicle has remained at 
the required height. 

5. When the posterior group of veins is the one 
affected, the operation is the same except that the 
opening in the fascia is made outside the external 
pillar of the inguinal canal and not within the in- 
ternal pillar. 


Loumeau: Secondary Calculi of the Vesicoprostatic 
Region in Old Prostatics (I,es calculs sécondaires 
de la region vésico-prostatique chez les anciens 
prostatéctomisés). J. de méd. de Bordeaux, 1916, 
Ixxxvii, 135. 

Where Freyer’s operation has been correctly 
executed, there is often the ulterior appearance of 
calculi in the vesicoprostatic region, owing to the 
existence above the prostate of an enormous cavity 


423 


into which the alkaline urinary salts are precipi- 
tated. The condition is not imputable to the sur- 
geon but is a definite result of the prostatectomy. 

Loumeau thinks that prostatectomy should be 
followed up by disinfection of the bladder as long as 
the urine is not completely limpid; and that the 
diverticular pocket occurring successive to prosta- 
tectomy should be suppressed by a perineal resec- 
tion, as this pocket is capable of permitting the 
formation of secondary and even primary calculi 
indefinitely. 

In twelve cases in which Loumeau observed sec- 
ondary calculi subsequent to transvesical prosta- 
tectomy three times they were clearly attributable 
to post-operatory prostatic cavities chargeable to 
the operation alone. W. A. BRENNAN. 


Peterkin, G. S.: Calcareous Degeneration of the 
> cae, Gland. Ann. Surg., Phila., 1916, lxiii, 
I. 


The patient, 59 years of age, sustained two trau- 
mas to the uretha by falls, followed by copious puru- 
lent discharge from the uretha and symptoms of 
cystitis, which continued for thirteen years, when a 
progressive enlargement and hardness were noted in 
the prostatic area. Palpation per rectum revealed 
a round, smooth, stony-hard mass, the size of a 
medium-sized orange. Cystoscopy showed general 
cystitis, trabecular cavity with tenacious pus. The 
prostatic uretha showed phosphatic masses. ‘The 
skiagraph revealed a large calcareous mass in the 
prostatic area, which was removed through a supra- 
pubic cystotomy. The mass weighed 31 grams. 
Ten days following operation the patient died sud- 
denly from secondary hemorrhage. Autopsy was 
refused. I. S. Kou. 


Morton, H. H.: Suprapubic Prostatectomy. Med. 


Times, 1916, xliv, 150. 

Morton describes two hypertrophic prostatic 
cases: one, 73 years old, on whom a prostatectomy 
was done; the other, 84 years old, upon whom sup- 
rapubic cystotomy was done for drainage as prepa- 
ratory treatment for prostatectomy. 

The first patient had led a catheter life for two 
years. This condition Morton designates as the 
third stage of hypertrophied prostates. Renal func- 
tion tests had shown favorable results. Rectal exam- 
ination demonstrated that the enlargement was 
high up in the pelvis and for this reason the supra- 
pubic route was chosen. Hagner’s bag was used to 
control hemorrhage, instead of gauze packing for- 
merly used by the author. Freyer’s drainage tube 
was now supplanted by one one-fourth its size in 
order to guard against a post-operative fistula. A 
lesser intake catheter was used occupying a consid- 
erable lower level than the outflow tube. A through- 
and-through silver wire suture was used in closing 
the wound. 

The cystotomy case was done under stovaine 
spinal anesthesia. Outside of a bladder hemor- 
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rhage five years ago, the patient had been free from 
trouble until the past few days when difficult uri- 
nation occurred. For forty-eight hours retention 
was present, necessitating catheterization. Rectal 
examination found a middle lobe enlargement. A 
catheter was fixed in the bladder and continuous 
drainage allowed after a few days of gradual empty- 
ings. However, the continuous drainage became 
faulty; the patient flighty and toxemic. On this 
account spinal anwsthesia was selected instead of 
ether. Cystotomy was done and a “jack-stone” 
calcalus removed. The prostate will be removed 
after the drainage has prepared the patient to with- 
stand a prostatectomy. 

Morton considers a low specific gravity (this case 
1or2) with albumin, pus, and blood as prohibitive 
from ether or even gas and oxygen anesthesia. He 
also considers cocaine unsatisfactory. Spinal anzs- 
thesia with stovaine 0.08, lactic acid 0.02, absolute 
alcohol 0.02, distilled water 9s ad 2 cm. is his pref- 
erence. 

The author cautions that the patient be slightly 
inverted after the spinal injection in order to keep 
the stovaine, which is lighter in specific gravity than 
spinal fluid, from leaving the lumbosacral region 
and thus prevent death from paralysis of the res- 
piratory centers. C. E. BARNETT. 


Perrier, C.: Transvesical Prostatectomy Under 
Local Anesthesia (La prostatectomie transvés- 
icale sous anesthesie locale). J. d’urol, 1916, vi, 509, 


Perrier reviews the various attempts which have 
been made to carry out prostatectomy under local 
or regional anesthesia. He points out that in most 
of these the method has necessarily to be more or 
less supplemented by a general anesthetic. 

The author’s method is a combination of these 
procedures which he avers has given him full sat- 
isfaction as typified in the five cases he reports. In 
detail the combined method is as follows: 

1. Anesthesia of the abdominovesical wall by 
infiltration of novocaine adrenalin solution 1:200, 
the quantity used varying according to the stout- 
ness of the subject. 

2. Anesthesia by infiltration with the same so- 
lution of the bi-ischiatic line. This will allow of 
deep, painless injections. 

3. The left index-finger being introduced into 
the rectum, injection is made with long needles 
(12 to 15 cm.) under the prostatic capsule. Ac- 


cording as the liquid is injected the capsule is felt 
to rise and extend. 

4. Injection with similar needles of the sacral 
nerves with a solution 1:100. 

Perrier is of the opinion that his cases show not 
only the harmlessness of the procedure but the pos- 
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sibility of applying it in cases which are most diffi- 
cult from a technical point of view; i.e., with very 
obese subjects where the prostate can only be ex- 
posed with much difficulty. Sloughing of the 
edges of the wound, as noted by Legueu, has never 
been observed. In conclusion he thinks that a 
prostatectomy can be performed under local an- 
wsthesia with the same facility as a hernia or goiter 


operation. W. A. BRENNAN. 
MISCELLANEOUS 
Lydston, G. F.: Sex-Gland Implantation. J. 


Am. M. Ass., 1916, Ixvi, 1540. 


The author gives an exhaustive summary of his 
previously published experimental work in sex- 
gland implantations with material taken from dead 
bodies and reports four additional cases of success- 
ful testicle implantations. In each case transplan- 
tation was made into the scrotum of testicle alone or 
of testicle and epididymis from dead human bodies. 
One patient, aged 22, has dementia precox, and 
fifteen months after operation shows decided im- 
provement. In another patient, aged 29, a double 
implantation was done because of bilateral complete 
atrophy of the testes, with restoration of virility 
and improvement in physical and mental vigor. 

The author believes that the sex-gland hormone 
is the most powerful cell stimulant, nutrient, and 
regenerator known to medical science, and that sex- 
gland implantation preserves hormone production 
for a prolonged period. There is good reason to be- 
lieve that physiologic and therapeutic advantages 
may be permanent. In none of the cases thus far 


observed has the implanted tissue disappeared prior 


to twelve or eighteen months. 


The implantation 
may be repeated. 


J. B. CARNeETT. 


Loumeau: Diabetes and Prostatectomy (Diabéte 
et prostatectomie). J. de méd. de Bordeaux, 1916, 
Ixxxvii, 135. 


Loumeau relates the case of a prostatic of over 70 
who for the past three or four years had shown gly- 
cosuria which at the time of the examination 
amounted to 60 grams in twenty-four hours. 

A two-stage prostatectomy was done with most 
excellent results and was followed by restoration 
of sexual and physical functions. In this case the 
diabetes which was of arthritic origin had no un- 
toward results on the prostatectomy, which as a 
matter of fact cured the glycosuria. 

Loumeau therefore thinks that, contrary to the 
general opinion, diabetes except in very severe 
forms in not an operatory contra-indication. 

W. A. BRENNAN. 


SURGERY OF THE EYE AND EAR 


EYE 


Stenvers, H. W.: The Clinical Significance of 
Radiographs of the Orbital Region. Arch. 
Radiol. & Electrotherap., 1916, xx, 411. 


The author endeavors to show the value of mak- 
ing radiograms of the head in atypical positions. 
He especially presents positions to show the orbital 
region, citing four cases in which the diagnosis 
could not have been made either by the stereo- 
scopic lateral or anteroposterior plates. 

Before using these new positions in attempting 
diagnosis, he carried out a number of experiments 
in which he placed a metal object over the various 
lines of the anterior fossa and also covered some of 
the projections with lead foil. In this way he demon- 
strated that the interpretations by Rhese of cer- 
tain markings were incorrect. 

Owing to the asymmetry of the individual skull 
and the wide variation in the skulls of different 
individuals it is impossible to lay down a particular 
or definite procedure. Each case calls for a slightly 
different position of the skull on the plate. The 
author emphasizes the value of taking radiographs 
of both sides of the individual skull for comparison. 

The usual position in obtaining plates for the 
proper study of the orbital region, as stated by the 
author, is as follows: “‘The plate is so adjusted to 
the face that one edge rests upon the zygoma of the 
side under examination and the other upon the ridge 
of the nose.” 

The conditions demonstrated by this method of 
examination were as follows: 

In the first case, a lymphosarcoma of the orbit, 
the change demonstrated by the plate was an in- 
crease in the size of the fissura orbitalis. 

In the second case, a new-growth had caused 
the absorption of the crista galli and lamina cribrosa, 
a condition which could not be demonstrated by 
the usual lateral plate. 

In the third case, there was a fracture of the floor 
of the anterior fossa, and finally a hemorrhage into 
the orbit. W. A. Evans. 


Bourgeois, H.: Twelve Observations of Orbital and 
Peri-orbital Fistulz (Douze observations de 
fistules orbitaires et perioro bitaires). Prog. 
méd., 1916, xlii, 57. 

The author reports on twelve cases of fistula in 
the orbital region of which several were consecutive 
to war injuries. ‘These were accompanied by lesions 
of the adnexal cavities of the nasal fossz and sinuses. 
In the presence of such a fistula a tertiary fistulized 
osteitis must always be thought of. Foreign bodies 
of small dimensions, even small osseous fragments, 


suffice to cause these suppurations. Large openings 
must be instituted and the offending body searched 
out, the finger aiding the eye. 

The osteitis will be curetted until the healthy 
osseous tissue is reached. It is not less important 
to effect osseous reparation while avoiding second- 
ary infection. This is best effected by leaving the 
osseous wound alone and suturing the operative 
wound as early as possible, allowing only sufficient 
opening for drainage. W. A. BRENNAN. 


Rhodes, G. B.: Pulsating Exophthalmos. 
Surg., Phila., 1916, Ixiii, 389. 

In 1908, de Schweinitz and Holloway reviewed 
the reported cases of pulsating exophthalmos prior 
to that time. Since then the author has been able 
to collect 52 cases from the literature, and to these 
he adds one of his own. 

From a study of this series of 53 cases, it appears 
that 37 of them were of traumatic origin, 9 occurred 
spontaneously, while in 7 the cause was not given. 
In the traumatic cases, there was usually a latent 
period of about 21 days before the first symptom, 
the bruit, appeared. The average age of the pa- 
tients was thirty-six. Exophthalmos occurred at 
later periods varying from a few days to a month 
after the appearance of the bruit. Pulsation is a later 
symptom, usually appearing within a few days after 
the exophthalmos has been noticed. Loss of the 
pupillary reflex with persistent dilatation of the 
pupil occurred in many cases, due to the laceration 
of the carotid plexus of the sympathetic. Almost 
all cases showed an increase in the ocular tension, 
but only two developed an absolute glaucoma. 
Diplopia, hemorrhages, or oedema of the retina, 
tortuosity and dilatation of the retinal veins were 
encountered with great frequency. Certain nerve 
lesions, such as optic nerve atrophy, paralysis of 
the motor mechanism of the eyeball due to lacera- 
tion or pressure on the individual nerves, were 
commonly noticed. 

In these 53 cases, practically all known procedures 
were employed, with the exception of electropunc- 
ture. The author has given an outline of each of 
these cases with the operation and result, and from 
them and the other cases previously reported in the 
literature it seems that ligation of the common 
carotid is by far the safest operation. In event 
this fails, one should be guided by the condition of 
the optic nerve as to further operative procedures, 
as cures have resulted after long periods. If the 
nerve is not entirely gone, and seems to be threat- 
ened, the orbital operation, commonly known as 
Sattler’s, in which the superior opthalmic vein 
is ligated, should be attempted. This operation, 


Ann. 
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while yielding good results, exposes the patient to 
the danger from hamorrhage in some cases. 

In the author’s case, ligation of the common caro- 
tid was followed by a complete cure, although the 
exophthalmos disappeared very slowly, and was 
noticeable for more than four months after the 
operation. GatEewoop. 


EAR 


Read, J. S.: The Necessity for Early Diagnosis and 
Continuous Treatment in Congenital Syphilis. 
Arch. Pedial., 1916, xxxiii, 441. 


The author concludes that the majority of these 
congenital cases are not receiving the full benefit 
of modern methods of diagnosis and therapy. The 
children of parents known to have or to have had 
syphilis should be considered luetic until proved 
otherwise. If no clinical signs are apparent, blood 
examination should be regularly made. If there is 
a suspicion of a taint in the child and the serum is 
negative, the parents should be Wassermannized, 
and if tests are negative the child should be treated 
and again tested, for often after a small amount of 
treatment a positive reaction will appear. If there 
is in the parents any history of chancre many years 
back, a provocative injection of salvarsan or mercury 
should be given and often a negative serum will 
read positive at the next test. 

The author draws attention to the various symp- 
toms which in an unsuspected case should arrest the 
attention and call for a differential diagnosis exclud- 
ing the presence of syphilis: marasmus in a breast- 
fed baby showing no signs of indigestion; extensive 
peeling of the palms and soles a few weeks after 
birth; onychia; a thinning of the eye-brows in an 
infant a few months old; alopecia and any eye le- 
sions in the very young; an unexplainable nephritis; 
a paroxysmal hemoglobinuria; a hard swollen testicle 
occuring under one year of age; epiphysitis within 
the first three months. 

As to treatment, the same persistent, selected 
application of salvarsan, mercury, K. I., and tonics 
are recommended as in adults, and the treatment 
should not be discontinued as soon as symptoms dis- 
appear, but the course should be guided by clinical 
signs, serologic and other tests. | Orro M. Rorr. 


Coates, G. M., and Ersner, M. S.: Vaccine Treat- 
ment of Chronic Suppurative Otitis Media. 
Penn. M. J., 1916, xix, 585. 


The authors of this paper discuss the vaccine 
treatment of chronic running ears and report the 
results of a series of 50 cases treated with autoge- 
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nous vaccines of their own preparation, the re- 
sults of complement-fixation tests in 21 of the cases, 
21 Wassermann reactions, and 25 von Pirquets. 
All of the 50 cases observed were inveterately chron- 
ic in type. The result obtained was 46 per cent of 
dry ears up to the time of writing the paper, which 
was several months after the last case had become 
dry. Great stress is laid upon the technique of 
culture taking for vaccine preparation and a plea 
made for close co-operation between the clinic and 
laboratory. The technique used was to cleanse 
the middle ear and canal as thoroughly as possible 
with cotton swabs or by suction; fill the canal with 
alcohol for ten minutes; remove and dry by evapo- 
ration for fifteen minutes. Then by tube inflation 
or by suction, a drop of pus was obtained on a ster- 
ile platinum loop inserted through a sterile speculum. 
Sometimes no growth was obtained, evidently from 
too complete sterilization. 

The authors believe that vaccine therapy will 
permanently stop the discharge in a good many of 
these chronic ears. Those showing much bony ne- 
crosis, especially in the mastoid, cholesteatoma and 
possibly labyrinth suppuration, would probably not 
yield good results. They advise neglecting nothing 
in the way of local treatment of the ear, nose, and 
throat that may be indicated, but that vaccine 
should be given in connection with all other accepted 
methods of treatment. 

The reasons for failure to obtain dry ears are 
suggested as follows: (1) Failure to obtain caus- 
ative organism; (2) unnecessary contamination; 
(3) spoiling the vaccine in course of preparation; 
(4) incorrect dosage; (5) possibly low antigenetic 
powers of the organism and the contra-indications 
mentioned above. 

A solution of the question of determining the 
causative organism was attempted and 21 comple- 
ment-fixations done, in all of which a negative result 
was obtained. The antigens used were polyvalent 
strains of several of the ordinary pus-producing . 
micro-organisms. In these same cases 21 Wasser- 
manns were all negative, and of 25 von Pirquets, 
3 were faintly positive and 4 strongly positive 
without local evidence of tuberculosis in the ear. 

In regard to complement-fixations, the authors 
conclude either that: (1) It is possible that only a 
few free amboseptors are circulating in the blood in 
these cases. (2) Bacteria in discharging ears are 
too attenuated to stimulate antibody production. 
(3) A lowered body vitality may antagonize re- 
sponse to infection. (4) The area may be so well 
walled off that absorption cannot take place. (5) 
The technique used may not have been delicate 
enough. 


SURGERY OF THE NOSE, 


NOSE 


Dean, L. W.: The Control of Hemorrhage in More 
Extensive Operations on the Nose and Jaws. 
Laryngoscope, 1916, XXvi, 

‘Before performing a major operation about the 
nose, throat, and jaws, the author usually ligates 
one or more vessels in the neck, then early in the 
operation the smaller peripheral vessels are seized 
with hemostats. Usually some time later in the 
operation it is necessary to use pressure, hot water, 
etc., to control haemorrhage by seepage. 

In removing a superior maxilla or half a mandible 
where it is necessary to invade the palatal or ton- 
sillar region, the author advises the performance 
of a tracheotomy, and packing the pharynx, the 
tube being removed just as the operation is complet- 
ed. An abundance of hot water and a large electric 
cautery should always be at hand for the control of 
deep hamorrhage and for seepages. 

The most essential condition in the control of 
hemorrhage in major operations is to have a corps 
of assistants who have been associated with the 
operator in numerous operations, so that everything 
for the control of haemorrhage is done speedily and 
with precision. 

The author has had no experience with: the 
ligation of the large vessels on each side of the neck; 
the ligation on one side has, with the exception of 
one case, proved satisfactory. Orto M. Rort. 


Thomson, S.: Malignant Disease of the Nose or 
Accessory Sinuses; Advantages of Operating 
Through the Face. Lancet, Lond., 1916, cxc, 987. 

The author makes a plea for the performance of 
the Moure operation or lateral rhinotomy for malig- 
nant tumors originating in the antronasal wall, 
the roof of the nose, in the antrum, or in the sphe- 
noid. The advantages claimed for this procedure 
are: 

1. In all cases there is no mutilation or disfigure- 
ment. 

2.° Patients will readily consent to the operation. 

3. They are left with an intact roof to the mouth 
and no troublesome obturator is required as in the 
old operation of excision of the upper jaw. 

4. It is much easier after a Moure operation 
to keep a direct lookout in the nose and its accessory 
cavities for any suspicion of recurrence. 

5. Recurrences are more easily dealt with, either 
through the nasal orifice, or by repeating the lateral 
rhinotomy, and patients are less likely to object to 
this than to a further facial disfigurement. 

6. It can be extended to meet the variable condi- 
tions met with, or may be combined with other 
operative steps; for instance, if it is found that the 
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disease has deeply invaded the orbit this cavity can 
be cleared out through the same incision, preserving 
the lower eyelid, sacrificing the eye if necessary. 
The nasal septum can be removed if the growth 
has attacked it. The antrum might be further 
dealt with by an incision through the canine fossa, 
but the access to the antrum obtained by a Moure 
operation cannot be improved upon. This may also’ 
be combined with the Denker operation. If the 
floor of the nose is found to be invaded the addition 
of a Rouge operation can be made. 

7. Externally the scar within a few months is so 
slight as to be almost invisible. 

8. Hemorrhage can be well controlled. 

9. The front wall of the sphenoid is brought so 
well into the field that it is hardly one inch from the 
surface. 

The author describes the technique of the opera- 
tion and reports two cases in which the Moure opera- 
tion was performed. 

In the first case, endothelioma of the ethmoid and 
antrum, there was no recurrence after five and one- 
half years. 

In the second case, epithelioma of the left maxil- 
lary antrum, there was no recurrence after three and 
one-half years. 

These cases demonstrated the following facts: 

1. Both an endothelioma and a carcinoma in the 
nasal area are susceptible of satisfactory treatment 
by this method. 

2. A history of some standing or exteriorization 
of the growth do not necessarily invalidate the 
good results. 

3. Dangerous, difficult, and disfiguring operations 
which were formerly tried can be superseded by 
modern methods which in the hands of experts are 
easier, safer, cause no disfigurement, and promise 
a lasting cure. Otto M. Rort. 


Veasey, C. A.: The Diagnosis and Treatment of 
Inflammatory Affections of the Nasal Acces- 
sory Sinuses. J. Ophih. & Oto-Laryngol., 1916, 
X, 22%. 


After alluding to the importance of sinus disease 
as a causative factor in many gastro-intestinal af- 
fections, as well as toxemias affecting other portions 
of the body, the author considers the sinuses collec- 
tively and mentions the well-known symptoms of 
headache, tenderness, nasal obstruction and dis- 
charge, dizziness and vertigo, as well as aprosexia 
and neurasthenic symptoms in general. 

As to diagnostic methods, the author mentions 
transillumination as one of the best methods of 
assisting in the diagnosis. Other aids, as the pharyn- 
goscope, X-ray, puncturing and irrigating the an- 
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trum, and the application of suction to the nose are 
favorably commented upon. 

As to treatment of the acute condition, the author 
mentions the necessity of securing adequate drain- 
age and ventilation, and this is secured by shrinking 
the nasal mucosa by the application of a weak solu- 
tion of cocaine, instead of adrenalin, as the latter 
is apt to produce a secondary swollen condition 
greater than was previously present. After the 
membrane has been shrunken, the author cleanses 
it with a normal salt solution or with a mild alkaline 
solution followed by an application of a 5 per cent 
solution of argyrol and an oil spray. The patient is 
instructed to douche his nose freely with hot normal 
saline solution every hour or two, and to take deep 
inhalations every two or three hours of compound 
tincture of benzoin and menthol, four ounces of 
the former and one drachm of the latter, of which 
two tablespoonfuls are employed in one-half pint 
of boiling water. General treatment with calomel, 
saline, aspirin, and phenacetin is recommended. 

The indication for the treatment of the chronic 
cases is likewise, drainage, whether obtained by 
the correction of obstructing septal deformities or 
hypertrophied turbinates. After drainage has been 
obtained irrigations are advised, and when these 
prove futile, operative interference is justified. Not 
much faith is held by the author in the beneficial 
influence of autogenous vaccines. Orro M. Rorr. 


Berry, H. M.: Radiography in the Diagnosis of 
Diseases of the Accessory Nasal Sinuses. 
Arch. Radiol. & Electrotherap., 1916, xxi, 1. 


In radiographing the sinuses of the head the 
author makes use of the following positions: (1) 
postero-anterior view, (2) lateral view, (3) oblique 
view, and (4) vertical view. 

In the majority of cases the postero-anterior and 
lateral views alone will give the information de- 
sired. The other views elucidate special points 
not made clear in the postero-anterior and lateral 
views. Stereoscopic pairs in postero-anterior and 
lateral positions often give additional information. 

The oblique view is made by first placing the pa- 
tient and tube in the usual position for making a 
postero-anterior view and then displacing the tube 
laterally about two inches. This projects the sphe- 
noid sinus to one side of the nose, displaces the 
petrous portion of the temporal bone clear of the 
antrum on one side, and brings the ethmoid of one 
side into fuller view. By making a second exposure 
with the tube displaced to the opposite side, com- 
parison of the two sides may be made. 

The vertical view is made by placing the patient’s 
chin over the edge of a table, the tube being placed 
above the vertex. This view shows the sphenoidal 


sinuses side by side. 

Examination of the frontal sinuses reveals their 
extent laterally and vertically, and the depth an- 
teroposteriorly. The thickness of their walls is 
also manifest and their accessibility through the 
The presence and location of septa are 


nose. 
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determined. These are important factors if a 
drainage operation is contemplated. The presence 
of air-cells in the crista galli has a bearing on the 
possibility of meningeal infection from the frontal 
or ethmoid sinuses. The determination of the 
thickness of the walls of the frontal sinus is impor- 
tant for these reasons: 

1. A thin posterior wall favors the spread of in- 
fection to the meninges. 

2. A thin floor favors the spread of infection to 
the contents of the orbit. 

3. A thick anterior wall may make operation 
very difficult or lead the surgeon to think the sinuses 
are absent. 

Examination, of the ethmoid cells gives informa- 
tion as to their size, the total area covered by them, 
and their relationship to the other accessory sinuses. 

The latter point is important in considering the 
likelihood of infection spreading from one sinus to 
another. 

Radiography of the maxillary sinuses dem- 
onstrates the following points: (1) the size; (2) re- 
lation to other sinuses; (3) projection of tooth roots 
through the floor; and (4) presence or absence of an 
alveolar recess. 

The third point is important as a likely avenue of 
infection in dental caries; the fourth must be con- 
sidered when drainage operations are contemplated. 

The facts to be determined in radiography of the 
sphenoidal sinus are its size, the thickness of its 
walls, and its relationship to the sella turcica and the 
optic chiasm. 

The two latter points are very important since 
the chief dangers in suppuration of the sinus are 
extension to the meninges, to the optic nerve, or 


.thrombosis to the intracranial venous sinuses. 


Since the optic chiasm is often in direct relationship 
to the roof of the sphenoidal sinus, the thickness of 
the bony wall is a very important factor in deter- 
mining the likelihood of implication of the optic 
nerve in sphenoid infections. G. W. Grier. 


Arrowsmith, H.: Malignant Hypernephroma of 
the Ethmoidal Region. Laryngoscope, 1916, xxvi, 
909. 

The author reports the case of a colored male, 
56 years of age, with a history of obstructed left 
nostril and repeated attacks of profuse bleeding 
from that side. The mass was removed by snare, 
a very profuse hemorrhage ensuing, necessitating 
tamponing. A few days later the patient went 
home. The pathologist’s report revealing the true 
nature of the growth, the patient was sent for, and 
he reported that he had suffered several profuse 
attacks of hemorrhage while at home. 

Physical examination revealed a distinct mass in 
the right upper abdominal quadrant and enlarge- 
ment of a number of superficial glands in that 
region; many disseminated areas of consolidation 
in both lungs; a right supraclavicular mass the 
size of a hen’s egg. For the next few weeks there 
was profuse bleeding. The left nostril was again 
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filled with a mass and a complete exenteration was 
decided upon. The left external carotid was 
ligated and the right supraclavicular mass removed. 
The nostril was exposed by a lateral rhinotomy 
after Moure’s method and a friable yellowish mass 
was removed, which had involved and destroyed the 
entire left ethmoid region and the inner wall of the 
orbit. Bleeding was profuse and the patient died 
three hours after leaving the operating room. 

The author states that this is the only case in 
which the nose was involved in a metastatic growth 
of hypernephroma, although metastatic involve- 
ment of the larynx (one case by Menzel) and of 
tongue (one case by Coenen) are mentioned. 

Otto M. Rort. 


THROAT 


French, T. R.: The Tonsilloscope. WN. Y. M. J., 
1916, Cii, 961. 

The instruments needed for internal tonsilloscopy 
or the examination of the tonsil im situ, are a lens 
tube speculum, or tonsil microscope, and a slender 
lamp which can be placed behind, below, or above 
the tonsil and buried within the various spaces be- 
tween the tissues so that its light is not directly 
exposed to the eye. The tonsil microscope which is 
made in two sizes, is a slender tube or speculum 
about six inches long, inside of which at the end of a 
sliding tube, is a lens of from five to eight diopters, 
according to the visual needs of the examiner. The 
distal end of the microscope is beveled and beaded 
and has an aperture the diameter of which is in 
one instrument one-quarter of an inch and in the 
other one-eighth by one-quarter of an inch. The 
instrument with the largest aperture is intended 
for the examination of the free face of the tonsil 
and the capsule as well. That with the smaller 
aperture is intended for the examination of the 
capsule only. 

The lamp is of one candle power and is enclosed 
in a small metal case with a glass window at or 
near its distal extremity. It is attached at an 
obtuse angle to an electric light shank which con- 
nects by a cable with a tungsten battery, balanced 
in size and power to the candle power of the lamp. 
The tonsillar substance can, however, be more effec- 
tively transilluminated with a double lamp which 
should be preferred in all examinations in which 
the tonsil is large enough to hide the glass windows 
from view. 

By this method of transilluminating, the tonsil 
lights up in much the same way as does a stained 
glass window brilliantly transilluminated from the 
opposite side. The outlet of the tonsil microscope 
is then applied to any and every surface of the lu- 
minous tonsil not occupied by the lamp, including 
a large part of the surface of the capsule even if 
there are no adhesions to the anterior pillar. Many 
of the conditions within the tonsil can in this way 
be seen directly. The meaning of the varieties 
and shades of coloring is a matter of interpretation 


which has been developed from experimental color 
studies made in association with the anatomical, 
histological, and pathological findings. 

When the tonsil is that of health, or nearly so, 
it is relatively translucent and permits a considerable 
insight into its contents. When, however, it is 
the seat of disease, it is less translucent in proportion, 
presumably, to the number and virulence of the 
bacteria in the pathogenic material present and the 
consequent inflammatory reaction produced by 
them, so that in extensive disease it is impossible 
to detect anything beyond collections of detritus 
and pus lying close to the surface. 

Another instrument, which the author calls the 
external tonsilloscope, is used for the examination 
of exploratory sections removed from the tonsil at 
the beginning of operations, and for the study 
of the tonsil as a whole or in part, after opera- 
tions. It consists of a simple microscope, on a 
light screen, and a powerful electric lamp suspended 
together from a crane. The object in their suspen- 
sion is to make it possible to conduct the examina- 
tion without a break in surgical cleanliness. The 
lens in the microscope has a magnifying power of 
six diameters. It is fitted into the proximal end of 
the tube of the microscope and has an adjustable 
focus. The microscope tube tapers to a size at the 
distal end which can be readily covered by a section, 
or the whole of the tonsil. The specimen is caught 
upon a hook at the distal end and left in position 
for leisurely study. The lamp is the Nernst, of 
350 candle power. 

The former procedure, internal tonsilloscopy, is 
of more practical significance. 

The following classification of the conditions found 
in the tonsils is offered: 

1. The tonsil of health. 

2. Functional stimulation or mild disease; the 
doubtful class. 

3. Superficial abscesses. 

4. Apparently active or large foci of detritus 
and pus occupying restricted areas. 

5. Considerable general disease. 

6. Extensive general disease. 

The picture of the tonsils as seen through the 
microscope in the above classifications are then 
given as follows: 

1. The color of a tonsil in health is warm amber, 
but the passage of light through a thin edge of a 
tonsil or through a very small tonsil of health, 
even in an adult, produces a color more like that of 
rock candy. In the tonsil microscope small arteries 
are seen coursing upon the surface and to some ex- 
tent in the stroma, while here and there in the sub- 
stance of the gland appear small round red spots like 
flies in amber. 

2. In the doubtful class, functional stimulation 
or mild disease, there is a departure from the normal 
indicated either by a uniform pink-amber coloring 
involving the entire tonsil or by hyperemic blushes 
covering small areas of the amber field. 

3. In the class, superficial abscesses, blind ab- 
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scesses are seen just under or near the epithelium 
on the free face of the tonsil which transilluminate 
as dark or black discs according to their proximity 
to the surface; the nearer the surface the darker the 
shade. In the tonsil microscope abscess formations 
when present may also be found directly under the 
capsule. 

4. The class characterized by apparently active 
or large foci of detritus and pus occupying restricted 
areas. The prominent feature found upon exami- 
nation of this group, with the tonsil microscope 
and transillumination, is that the hyperemia is in 
more or less sharply defined areas set in a field 
which may not be far removed from the ccloring of 
the tonsil in health. 

5. Inthe fifth class in which there is considerable 
general disease, there is uniform though com- 
paratively light hyperemia, indicating that there is 
quite a number of collections of detritus scattered 
throughout the tonsil, but probably no pus. 

6. The sixth class is marked by extensive general 
disease, which implies the honeycombing of the 
crypts and the substance of the tonsils with detritus 
and pus. The coloring in transillumination is 
uniform and of the deepest shade seen in the tonsils, 
and always corresponds to that of the anterior pillar. 

The following conclusions have been offered as a 
result of a study of 666 tonsils in and from 333 
operations upon children and the study of tonsils 
in situ in a large number of youths and adults: 

1. All enlarged tonsils in subjects above the age 
of eight years are diseased. 

2. Enlarged tonsils in subjects below the age 
of eight years may or may not be diseased, and 
whether they are or not, can be determined only by 
examination with the tonsilloscope. 

3. The tonsils in subjects above the age of 
childhood are often, and without much doubt 
oftener than we now know, the seats of foci capable 
under certain conditions of producing local and sys- 
temic infections. 

4. In many subjects with tonsils in classes 2, 3, 
and 5 it has been proven that they are the source of 
systemic infection, and total enucleation holds out 
the only hope of complete and permanent relief. 

5. Tonsils which are the seat of extreme disease 
and which are, therefore, seen to be excessively 
hyperemic, bleed freely when cut into. 

6. The inner wall of a peritonsillar abscess can 
be located and mapped out with ease. 

Otto M. Rorrt. 


Adams, E.: Sarcoma of the Tonsil. Am. Med., 
1916, xl, 329. 
The case reported is that of a woman aged 58 
who had a small ulceration about the size of a dime 
on the left tonsil. The tonsil was movable but the 


cervical glands anterior to the sternomastoid muscle 
were enlarged. The clinical diagnosis of sarcoma 
was made and the high-frequency current was 
applied daily, both to the tonsil locally and external- 
ly to the glands, but with no effect. 


At the same 


INTERNATIONAL ABSTRACT OF SURGERY 


time Coley’s serum was used, the injections having 
been made in the gluteal region, subcutaneously. 
The dose at first was one minim, but it was pushed 
to 15 minims when the patient had a severe reaction. 
There was no influence on the growth, however, 
consequently radium therapy was used, but the 
only result was a severe radium burn. ‘The tonsil 
then was removed by means of a snare and exam- 
ined microscopically, when a diagnosis of round 
cell sarcoma was made. 

Radium was again used, but in spite of this 
the glands in the neck and axilla increased and 
later there was evidence of pulmonary metastasis, 
with sudden death evidently from pulmonary em- 
bolism. Otto M. Rott. 


Kenyon, E. L., and Kradwell, W. T.: A Study of 
the Physicomechanical Function of the Faucial 
Tonsil. Jilinois M. J., 1916, xxix, 426. 


The author’s study resulted in the following con- 
clusions: 

1. The tonsil serves as an absolutely necessary 
factor in providing a channel for the action of the 
palatolglossus muscle. 

2. The function of the tonsil with reference to the 
palatopharyngeus is to afford support and protec- 
tion, of great importance to its normality of action. 

3. Tonsillectomy serves to destroy not merely a 
possible lymphatic function of the tonsil but also to 
either disturb or destroy an important physicome- 
chanical function, one which is capable of being 
clearly understood. 

4. More or less impairment of the action of the 
depressor palatal muscles must occur in practically 
all cases following tonsillectomy, regardless of the 
delicacy of operative technique or the particular 
form of operative procedure adopted; but delicacy 
of procedure and method of operation are not of 
course to be considered as unimportant. 

5. To consider the present operation of tonsil- 
lectomy as a final settlement of the operative ap- 
proach to the tonsil is premature and erroneous. 
The whole tonsil question requires further anatom- 
ical, pathological, and operative study, in order, if 
possible, to readjust the operative approach to the 
organ to the new knowledge which is accumulating. 

Otto M. Rott. 


Farrington, P. M.: Tonsillectomy According to 
the Sluder Technique. South M.J., 1916, ix, 456. 


The author regards a properly performed Sluder 
operation as the simplest, safest, and best method of 
performing tonsillectomy. He regards _tonsillec- 
tomy as a hospital procedure to be performed in the 
morning, after the patient has been thoroughly 
examined by an internist and properly prepared for 
general anesthesia. 

With the patient on his back, under ether anzs- 
thesia, the operator removes the tonsil with the Slud- 
er instrument and fills the tonsillar fossa with a 
gauze pad. After inspection of the tonsil to see if 
it is intact, he removes the gauze sponge, inspects 
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the fossa, stops all bleeding with clamps which he 
allows toremain on for a minute and proceeds with the 
other tonsil. In aseries of 175 cases operated upon 
by this method, the author had only 5 failures all of 
whom were adults. ELLEN J. PATTERSON. 


Dupuy, H.: A Study of Five Hundred Tonsil 
Enucleations with the Beck-Pierce Tonsillec- 
tome. South. M. J., 1916, ix, 453. 


The author claims many advantages for tonsillec- 
tomy performed with the Beck-Pierce tonsillectome, 
basing his opinion on data obtained in five hundred 
consecutive cases operated upon with this instru- 
ment by a modified Sluder technique. Among the 
advantages he claims that enucleation can be 
quickly performed; danger of hemorrhage is mini- 
mized; there is less traumatism and local reaction 
than by other methods; though he admits these 
advantages are obtained in operations on children 
under the age of ten years and that this method is 
not ideal in operating upon adults. 

As to the technique, the tonsil is lifted upward 
into the supratonsillar region and gently pushed 
through the ring of the tonsillectome with the 
index-finger. The mass is then seized with a 
grasping forceps meanwhile keeping the index- 
finger against the tonsil and the wire loop slowly 
drawn, thus enucleating the tonsil with a thin 
layer of capsule and leaving the greater part of the 
capsule in the fossa as a protective lining. 

ELLEN J. PATTERSON. 


Escalada, C.: Fractures of the Larynx (Fracturas de 
la larniga). Prensa méd., Argent., 1916, ii, 431. 


The author has made an elaborate study of laryn- 
geal fractures. In some cases the mechanism of a 
laryngeal fracture is evident and does not call for 
discussion. In others, however, the clinical mani- 
festations admit of different interpretations. Es- 
calada has made six series of experiments on the 
cadaver, using anteroposterior pressure upon the 
thyroid, the cricoid, and the laryngeal conjunctive; 
then repeating this series using transverse pressure. 
He found in general that a pressure of 55 to 80 
kilograms was necessary to fracture the larynx; 
but that the force varied with the age of the sub- 
ject and the degree of ossification. 

In a case of fractured larynx, the treatment in 
general will be confined to prevention of asphyxia- 
tion pending intervention by a specialist. Tracheot- 
omy is recommended for the prevention of recur- 
rence of asphyxia, but some recommend this as a 
precautionary procedure to obviate the accidents 
which might occur. W. A. BRENNAN. 
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Merritt, A. H.: The Roentgen Ray in Dental Prac- 
tice. Am. J. Roentgenol., 1916, iii, 264. 

The author discusses the use of the roentgen ray 
in the following conditions: (1) periapical infections, 
(2) pyorrhcea alveolaris, (3) missing and impacted 
teeth, (4) facial neuralgia. 

1. Periapical infection. When a tooth loses its 
vitality it is only a question of time when it becomes 
infected. The acuteness or chronicity of the symp- 
toms of this infection depend upon the number 
and virulence of the organisms engaged. If the 
infection lapses into the chronic state, the pain 
subsides and the patient is usually unconscious of 
its presence. A discharging sinus may be present or 
a blind abscess may surround the root of the tooth. 
Differentiation between these two conditions can- 
not be made by the roengten ray, nor is the severity 
of the infection disclosed by roentgen examination. 
Every non-vital tooth should have the pulp removed, 
the root-canal sterilized and filled to the end in 
order to prevent trouble which is certain to come 
unless this is done. If abscess is already present 
in addition to this, the abscess should be opened 
through the alveolar process, curretted, packed with 
sterile gauze, and allowed to heal from the bottom. 
If the end of a root extends into the cavity, it should 
be amputated. Teeth treated in this manner are 
not a menace to health and should not be indis- 
criminately extracted. Where extraction is neces- 
sary it is advisable to first procure cultures for auto- 
genous vaccines, as the secondary constitutional 
symptoms do not always clear up with the removal 
of the exciting cause. 

2. Pyorrhoea alveolaris. The amount of de- 
struction of bone in this condition is not always 
correctly shown by roentgen examination. If 
the necrosis occurs on the labial or lingual surfaces of 
the tooth, it will not be visible on the roentgeno- 
gram. If it occurs on the lateral surfaces only the 
condition may appear to be worse than it really is. 

3. In missing or impacted teeth the roentgen 
ray is indispensable, not only to demonstrate the 
presence or absence, but also the relative position, 
of the teeth in question. 

4. Facial neuralgia. If this trouble is caused 
by pulp nodules, or by enlargement of teeth roots 
(hypercementosis) the roentgen ray is of great 
diagnostic value. The author lays great stress on 


the fact that it is seldom necessary to ray the en- 
tire mouth if proper inspection is made previously. 
Pyorrhcea is easily identified while periapical infec- 
tions always occur in non-vital teeth. The only 
thing then left to ray are malposed teeth, which are 
usually molars. 


G. W. Grier. 
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